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Executive Summary 
 
Overview of Evaluation 
 
Florida’s Agency for Health Care Administration (AHCA) began implementing managed behavioral 
health care in March 1996. For the past 8 years, under contract with AHCA, we, at the Louis de la 
Parte Florida Mental Health Institute (FMHI), have been conducting a series of integrated, multi-
method evaluation projects.  These evaluations are designed to assess the effects of the Prepaid 
Mental Health Plan (PMHP) demonstrations on access, cost, quality, and outcomes of services 
relative to alternative managed care arrangements administered through health maintenance 
organizations (HMOs), and to the traditional fee-for-service (FFS) financing arrangements.  In this 
report, we present the year 3 findings for the demonstration project implemented in November 2001 
in the Florida Panhandle region, AHCA Area 1, as well as findings from year 8 of our continuing 
evaluation of the PMHP operating in AHCA Area 6, the Tampa Bay region. 
In the evaluation, we contrast the PMHPs and HMOs with comparison sites, where services are paid 
for on a fee-for-service basis.  Medicaid beneficiaries enrolled in MediPass in Areas 1 and 6 have 
their comprehensive mental health benefits (i.e., community mental health, targeted case 
management, and inpatient psychiatric services) provided through a specialty behavioral health 
managed care organization (the PMHP) that provides or arranges for all their mental health services 
through a network of providers.  In this behavioral health “carve-out” plan, the managed care 
organization is paid by AHCA through a risk-adjusted, fixed, monthly fee per enrollee.  In the HMO 
financing condition, HMOs receive an integrated risk-adjusted premium to provide health (including 
medications) and the same mental health benefits as the PMHP for their enrollees.  In some 
instances, the HMOs subcontract on a capitated basis with behavioral health organizations (BHOs) 
for the provision of their mental health benefits.  In other instances, they organize and administer 
these services directly.  In both Areas 1 and 6, the PMHPs and the HMOs are at financial risk for the 
mental health service utilization of their enrollees. 
 
Overview of Similarities and Differences between the Plans in their 
Composition and Functioning 
 
Significant differences continue to exist in the structures of the managed care arrangements in Areas 
1 and 6.  In Area 1, the managed care organization at risk for Medicaid mental health services, Access 
Behavioral Health (ABH), is a division of a provider agency, Lakeview Center.  In Area 6, the 
managed care organization for the prepaid plan is Florida Health Partners (FHP), a corporation 
jointly owned by ValueOptions and Florida Behavioral Health.  Florida Behavioral Health recently 
restructured its organization to accommodate FHP’s expansion into new AHCA Areas of the state.  
FBH now consists of three member organizations (Pioneer, Central Florida Cares, and P3G) that are 
owned by the community providers.   In both Areas, the managed care organizations receive a fixed 
portion of the capitation payment to finance their administrative responsibilities.  The remainder is 
subcontracted to their provider network on a capitated, at-risk basis. There are currently five HMOs 
(HealthEase, Staywell, Amerigroup, United Behavioral Health, and Citrus) operating in Area 6; 
whereas, there is only one HMO (HealthEase) operating in two of the four counties in Area 1.  The 
HMOs in Area 6 contract on both a fee-for-service and capitated basis with the same major 
providers as the prepaid plan.  However, in Area 1, the HMO contracts on a fee-for-service basis 
with a number of individual clinicians and group practices for its provider network, rather than with 
the existing community mental health center (CMHC) network.   
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FHP in Area 6 shares risk with its provider partners using a reinsurance pool.  No risk sharing 
arrangement is used in Area 1.  ABH withholds a portion of capitation payments for fee-for-service 
billings that are incurred by its network providers.  
 
Area 1 Evaluation Findings 
 
Implementation  
 
Very few structural or organizational changes occurred in the PMHP and HMO this year, with the 
exception of the name change of the HMO subsidiary behavioral health organization from WellCare 
Behavioral Health to Harmony Behavioral Health and the addition of WestCare of Florida to the 
HMO provider network for the provision of case management services.  Enrollee characteristics 
have also changed very little since last year, with the exception of the increase in numbers of 
individuals in the HMO who have serious mental health diagnoses (double that of the previous year, 
from 3% to 6%), which may be attributable to the new data available this year.  There continue to be 
more Supplemental Security Income (SSI) enrollees in the PMHP than the HMO and more older 
adults (age 55-64) served in the PMHP.   Approximately 75% of the enrollment in the PMHP and 
HMO is made up of people less than 21 years of age. 
 
Innovations that have occurred in Area 1 over this past year include the development of ABH’s 
Network Performance Plan and Quality Initiatives Improvement Plan, which helps the agency 
monitor the performance of its network, and Harmony’s new mobile treatment services for high-risk 
enrollees.  In addition, AHCA has implemented an Advisory Board similar to that in Area 6 that 
consists of community stakeholders, providers, and consumer representatives. 
 
Results of an online survey conducted with provider staff in the PMHP, the HMO, and comparison 
sites show that Area 1 consistently received higher ratings across all of the measured domains (access, 
quality, consumer choice, outcomes, provider satisfaction, continuity of services, service flexibility, 
and access to grievance procedures) than the comparison sites.  However, in comparing the financing 
conditions of interest, i.e., the PMHP, the HMO, and FFS in the comparison sites, the only 
significant differences were found between the PMHP and FFS with regard to access (access to 
services and access to grievance procedures at the provider level) and continuity of care (across 
agencies and across services).  In these comparisons, the PMHP was rated more favorably than FFS.     
 
Despite the differences in financing models operating in Area 1 and the comparison sites, we found 
surprising congruence between the areas regarding the most often cited concerns about the 
Medicaid-funded service delivery systems.  Issues related to access to services (including pharmacy), 
quality of care, and continuity of care were identified among the 10 most cited areas of concern in 
Area 1, as well as in the comparison sites. 
 
Access 
 
The Area 1 PMHP has higher penetration rates for mental health carve-out services (slightly less than 
10%, case-mix adjusted) than the HMO, but slightly lower rates than the fee-for-service comparison 
conditions.  When comparing the penetration rates for all mental health services in all three 
conditions, we found that the PMHP has similar rates to those found in fee-for-service.  The HMO 
continues to have lower rates; however, during 2003-2004 we noted a substantial increase in the 
penetration rate for all mental health services provided through the HMO.  We attribute the increase 
to additional encounter data provided by the HMO.  
 
Finally, in last year’s report we identified concerns related to service access and outcomes for children 
enrolled in the HMO and the PMHP in Area 1.  Consequently, we conducted a special study that 
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focused on children with or at risk for serious emotional disturbance.  Findings from this year’s study 
indicated that caregiver respondents found it easy to contact their providers, although transportation 
was cited as a barrier for children being served in both the PMHP and the HMO. Other barriers 
cited by caregivers included the lack of adequate staff to focus on adolescents, long wait times in 
providers’ offices, and the lack of awareness of available services. 
 
For adults, we found little difference between the plans with respect to their enrollees’ reported levels 
of unmet mental health needs, one measure of service access.  However, as we have observed in the 
past, we found significant differences between the plans regarding their access to medications.  
Adults in the HMO reported more difficulty in obtaining medications than their counterparts in the 
PMHP.  
 
Cost 
 
Our cost analyses indicate that the pre-existing differences between the financing conditions, where 
both managed care plans spent less than the fee-for-service conditions in the comparison sites, are 
largely being maintained during the first 32 months of the demonstration.  After some initial cost 
reductions in the PMHP, per-member-per-month costs to AHCA generally have returned to pre-
demonstration levels and parallel costs in the comparison areas. 
 
Outcomes 
 
In contrast to our previous year’s findings regarding outcomes for children being served in both 
plans in Area 1, we found from the qualitative data we collected in the special study on children that 
children were showing improvement in several functional areas and that there were no differences 
between plans reported with respect to outcomes for children.  
 
In this year’s analyses of Baker Act involuntary examinations and arrests, both considered to be 
indictors of adverse outcomes for adults, we found no clear, consistent differences between adults 
enrolled in the PMHP and their HMO counterparts.   
 
Area 1 Recommendations 
 
We recommend that:  
 
 AHCA’s oversight and monitoring activities should be particularly sensitive to access barriers 
and the availability of specialists, particularly child psychiatrists. 
  
Given our findings from the mail survey of continuing problems related to access to medications and 
the anticipated implementation of the more restrictive mental health formulary in fiscal year (FY) 
2005-2006, AHCA should carefully monitor any untoward consequences resulting from these 
changes. In particular:  
 
 AHCA should continue to encourage the implementation of evidence-based protocols, 
especially those that integrate psychosocial and pharmaceutical interventions.  
 
Given that ABH is a division of Lakeview, rather than an independent managing entity, AHCA 
should continue to maintain careful monitoring to ensure that the potential conflict of interest 
inherent in Lakeview’s dual role does not disadvantage consumers or other contract providers. 
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Area 6 Evaluation 
 
Because of the consistent findings in Area 6 over the past several years, and the fact that the Centers 
for Medicare & Medicaid Services no longer require an evaluation in Area 6, this year’s evaluation of 
the Medicaid managed mental health plans in Area 6, focuses only on the implementation 
component of the evaluation.  
 
Implementation 
 
The organizational and financial structures of the PMHP remained stable during FY 2003-2004.  
Only one change in the Area 6 HMO market occurred; Citrus Health Plan entered Area 6 in May 
2004.  Three of the five HMOs cover 93% of the HMO enrollees in Area 6. 
 
Most of the HMOs are subcontracting with BHOs, and most BHOs contract with providers on a 
fee-for-service basis. Two HMOs are contracting directly with providers through a capitated 
arrangement. For the most part, plans have standardized utilization management, treatment and level 
of care guidelines, and incentives used to improve care.  Some plans have also increased consumer 
and family participation and have broadened the array of services.   
 
Analyses of the provider survey data revealed some area and financing condition effects that were 
statistically significant. Overall, Area 6 was judged to be superior to the comparison areas on access, 
quality, flexibility of the system, and access to grievance procedures at the provider level.  When 
comparing only the PMHP, HMOs, and FFS in the comparison areas, the PMHP was rated highest 
(best) on seven of 10 indicators.  There were no significant differences found in respondent ratings 
of consumer choice, quality of care, and continuity of care across the different financing conditions. 
As we found in Area 1, the analysis of the qualitative data provided on the surveys revealed that 
respondents were very concerned about access to care issues. The top three categories in the 
qualitative survey comments for both Area 6 and the comparison areas address access issues (e.g., to 
care, to pharmacy, and to innovative services). 
 
Feasibility Study Findings 
 
As we have documented in several of our earlier evaluations (e.g., Shern et al., 2004), we have 
experienced consistent difficulties in obtaining comprehensive service utilization data from the 
HMOs. (Although the PMHPs are also capitated systems of prospective payments, we have 
experienced less difficulty in obtaining encounter information from those plans.)   These difficulties 
are not unique to Florida, but are often found in prospective payment systems throughout the 
managed care industry.  Since service encounters are not reimbursed on a fee-for-service basis, no 
billing records are required to claim payment.  The completeness of service data, therefore, is 
compromised.  
 
An alternative method for estimating service utilization, which is not subject to the same biases that 
may characterize shadow claims systems, involves collecting data directly from individuals regarding 
their service use.  In order to determine if we could design a sampling scheme and data collection 
methodology for collecting service use data from individuals for routine evaluation practice, we 
began a special feasibility study this year.  The study had two interrelated components.  The first was 
an analysis of patterns of service utilization in existing 2002-2003 Medicaid fee-for-service claims 
from MediPass enrollees outside of the demonstration areas to determine if and how we might 
design a sampling methodology to collect service use information.  In the second component, we 
collected information from a convenience sample of individuals who use publicly financed services to 
determine how we might best gather service utilization data from them. 
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Data from the first sub-component of the feasibility study suggest that, although a number of 
important issues remain, a simple random sample of a modest number of beneficiaries can be used 
effectively for inferences regarding service use.  In the second sub-component of the feasibility study, 
interviews with people who use services indicated that they believe they are able to provide data 
regarding their service utilization for a 3-month period and that most would prefer an in-person 
interview.  Their reported reluctance to participate in these types of studies if their identity can be 
known, presents a particularly difficult challenge.  Perhaps we can develop strategies to address their 
concerns that would increase response rates to the proposed measures of service utilization.   
       
Recommendations  
 
Recommendations from this year’s study relate to issues that should be addressed in the continuing 
expansion of the managed care demonstrations across Florida.  A consistent finding during the last 
several years relates to the relatively greater difficulty of HMO enrollees in accessing medications 
than people served in PMHPs or MediPass fee-for-service.  The legislation creating a more restrictive 
formulary that was enacted in 2005 may place even greater strain on access for desired medications.  
It may reduce the differences between the financing conditions in access to medication since fee-for-
service use will now also be restricted in terms of brands available.  
 
 AHCA should monitor untoward outcomes that may result from this further restriction on 
access to mental health drugs with potential cost consequences to the plans—particularly the 
PMHP, which has not been at risk for pharmacy costs and has enjoyed relatively unrestricted 
access to pharmaceuticals.   
 
We found that unmet needs for mental health services continue to occur at nearly three times the 
rate of those for general health services.   
 
 AHCA should continue to explore methods to increase penetration for mental health 
services.  Transportation, times of service availability, cultural appropriateness, and 
attractiveness of services are all variables that are associated with improving access.  Public 
education efforts regarding the impact of mental illnesses and the effectiveness of existing 
treatments may also further stimulate access to care.   
 
 New managed care plans should have service penetration targets that minimally maintain 
pre-managed care utilization levels. 
 
In a related vein, AHCA should work with the PMHPs and HMOs that are going to assume 
responsibility for comprehensive mental health care to be certain that they 
 
 understand the issues involved in serving a population with severe mental disorders, 
 have staff with the requisite skills to meet the needs of these vulnerable populations, and 
 have a supervisory structure that provides leadership in meeting these needs. 
 
The adequacy of encounter data for monitoring the performance of plans is critical.  We have 
experienced persistent difficulty in obtaining these data from the HMOs.  Special efforts this year in 
Area 1 by the HMO produced substantially different estimates of mental health service utilization 
than we had obtained in earlier years.  In 2005-2006, AHCA is implementing new contract language 
requiring provision of encounter data for all mental health services.  In implementing these new 
contract provisions, it is important that: 
 
 AHCA define mental health services to include all services delivered by a mental health 
practitioner, with a mental health procedure code, in a mental health setting, or with a 
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mental health diagnosis.  Special attention to services provided outside specialty mental 
health sectors (e.g., primary care) is essential.  
 
 AHCA implement quality assurance techniques to ensure the comprehensiveness of 
encounter data that should include comparisons of services documented in client charts to 
those reported in encounter data systems. 
 
Since the HMO provider in Area 1 formed its network outside of the DCF community mental health 
system, we were unable to use routinely collected data to assess changes in people’s status related to 
their receipt of services. 
 
 AHCA should ensure that all of its contract providers collect standardized functional 
measurements. 
 
Given the experiences in Areas 1 and 6 with billing information and the transition between networks: 
 
 AHCA should ensure that adequate management information systems (MIS) are in place to 
produce timely authorizations and payments for services among network providers. 
 
The special study of children’s mental health this year identified the desirability of providing 
psychosocial services in addition to pharmaceutical services to children in need.  Combining 
psychosocial and pharmaceutical services is a typical element of evidence-based care for the 
treatment of mental disorders.  
 
 AHCA should require the use of evidence-based protocols for the treatment of mental 
disorders.  
 
 The managed care plans should exploit the flexibility that is inherent in capitated payment 
arrangements to implement evidence-based approaches, such as supported employment, that 
may not be reimbursable under standard Medicaid fee-for-service billings, but that have great 
promise for improving meaningful community participation, particularly for people with 
disabling conditions.   
 
 Similarly, the plans should explore promising practices that may be less costly service 
delivery strategies, such as a consumer-run crisis hostel or other consumer-run self-help and 
mutual support interventions.   
 
 AHCA should require fidelity assessments for evidence-based practices and evaluation of 
program effectiveness for promising or experimental practices to further develop our 
evidence base and improve ordinary practice through timely, systematic feedback.  
 
Consumer and family involvement in care are hallmarks of contemporary approaches to improving 
health and health care.  They were highlighted by the President’s New Freedom Commission on 
Mental Health in its final report (New Freedom Commission on Mental Health, 2003).  
 
 AHCA should continue to insist on consumer and family involvement in the oversight and 
management of managed mental health programs. 
 
 AHCA should require that plans implement consumer and family education programs to 
better prepare consumers and families to manage their illnesses—particularly for individuals 
with severe and disabling conditions.  
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 AHCA should encourage the use of recovery-based approaches to service that emphasize 
acquisition of relevant community skills and supports for individuals with disabling illnesses. 
 
Recommendations from the Year 7 report remain applicable as managed mental health care 
continues to expand.   
 
 The divisions within AHCA that are responsible for Medicaid HMOs and for the Prepaid 
Mental Health Plans must coordinate their efforts in implementing managed behavioral 
health care to avoid further fragmentation of the care system and ensure common standards 
of care and practices for all Medicaid beneficiaries. 
 
 Cost containment objectives are best realized by including more types of services in the 
capitation payment.  The more services or populations are “carved out” of the capitation, 
the greater the ability to shift costs from the managed care organizations to the state and the 
more fragmented the service system becomes.  Aggressive monitoring of the most 
vulnerable populations should be used to ensure access to care. 
 
 The inclusion of substance abuse services in the proposed capitation arrangement is 
appealing since it holds the promise for better integration of services.  However, as we have 
seen from our analysis of the HMO condition, integrating premiums does not automatically 
integrate services.  Leadership in the adoption of integrated treatment models for people 
with mental illnesses and co-occurring substance use disorders should be an important state 
role. 
 
 DCF should be actively engaged in the development of the prepaid plans.  All efforts should 
be made to coordinate the new PMHPs with existing DCF substance abuse and mental 
health services and the newly developing child welfare Medicaid behavioral health carve out, 
since they are intrinsically dependent on one another for their success.  Other aspects of 
state government (e.g., Juvenile Justice, Education, and Health) should also be considered 
when developing the programs.   
 
 Capitating poorly funded programs is always a risky proposition.  Efforts to assess the 
overall adequacy of the service continuum and the competency of service provision continue 
to be extremely important.  Setting a service floor, below which we cannot venture, is an 
important component of developing a competent system. 
 
As we have repeatedly noted in these evaluations, Florida typically ranks near the bottom of the 
states in terms of per-capita expenditures for mental health services.  For example, in state mental 
health authority expenditures for mental health, Florida ranks last among the Southeastern states in 
per-capita expenditures and 45th among all states (Lutterman, Hollen, & Shaw, 2004).  It is, therefore, 
critical that all our resources be maximally employed to deliver efficient and effective care.   
Managed care organizations have clear incentives to provide care efficiently.  We all should work to 
help ensure that they also deliver care that is effective, both to stem the tide of disability for people 
who are newly diagnosed with mental illnesses and to promote the recovery of people who have 
become disabled by them. 
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Introduction: The National Context 
 
Mental and addictive disorders are among the most prevalent and disabling of all medical conditions 
(New Freedom Commission on Mental Health, 2003).  Effective treatments for many of these 
disorders have been developed, but are not widely in use (U.S. Department of Health and Human 
Services, 1999).  How we pay for services is critical for improving service quality and reducing the 
disability associated with mental illnesses. 
 
Medicaid has become the largest payer of mental health care in the nation (Mark et al., 2005).  For 
state-funded mental health services, Medicaid budgets comprise 44% of ambulatory mental heath 
expenditures—a full 10% more than state general fund expenditures for these services (Lutterman, 
Hollen, & Shaw, 2004).   Clearly, if we are to improve the effectiveness of the services in the public 
sector and reduce the disability associated with mental illnesses, Medicaid financing must be a key 
component of our strategy.  
 
The adequacy of mental health treatment and prevention services are a significant concern and so are 
the rising costs of health care.  In 2003, overall spending for health consumed 15.3% of the U.S. 
gross domestic product (Smith et al., 2005).  This is an increase of .4% of gross domestic product 
from 2002.  While slower growth in the public sector programs (Medicaid and Medicare) helped to 
dampen the overall growth rate relative to previous years, the current growth in spending is not 
sustainable.  In Medicaid, as well as general health care financing, the use of managed care has been 
the predominant strategy for cost control.  In fact, owing in part to the increased use of managed 
care strategies in behavioral health, the nominal annual growth in mental health and substance abuse 
expenditures dropped to 5.6% from 1991-2001—nearly a full point below overall health care 
expenditure growth (Mark et al., 2005).  While the growth in Medicaid expenditures for mental health 
has slowed, continuing cost control pressures on the Medicaid program will require ongoing attempts 
to better manage budgets in order to maximize their efficiency as well as their effectiveness.  In both 
2002 and 2003, Medicaid expenditures were the fastest growing components of state budgets.  In 
2003, Medicaid funding became the largest single state budget category, surpassing primary and 
secondary education spending (National Association of State Budget Officers, 2004). 
 
Two goals, cost control and quality improvement, are national themes in health care generally and 
Medicaid specifically.  Managed care strategies have been among the primary policy levers that states 
have employed to improve quality and contain costs.  Managed care encompasses a broad range of 
organizational, financing, and management arrangements that are all intended to improve care and 
contain costs.  Prospective, fixed monthly payments for beneficiaries is a hallmark of managed care 
reimbursement, with varying degrees of financial risk for care transferred from state Medicaid 
authorities to private entities.   
 
While it is relatively clear that cost control objectives have been achieved within the Medicaid budget 
(Mechanic & McAlpine, 1999), it is less clear that the other objectives of increased effectiveness have 
been realized (Mowbray, Grazier, & Holter, 2002).  While there is little evidence to indicate that 
individuals have been harmed by mental health managed care initiatives (Mechanic, 2004), the desired 
improvements in access, quality, and outcomes have been mixed (see Shern et al., 2004).  The 
challenge, therefore, is to develop policy, regulatory, and clinical tools that can be used within 
managed care settings to better achieve our goals.   
 
Evaluation of Florida’s Medicaid Managed Mental Health Plans: Year 8 Report 
 
Within this general environment, Florida began experimenting with managed care strategies for 
mental health in 1996 in the Tampa Bay region.  We have been studying this demonstration and its 
subsequent expansion to Florida’s Panhandle since 1996.  The results of our evaluation have shown 
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that, like much of the rest of the nation, cost containment objectives have been met, and we find no 
strong indication that Medicaid beneficiaries have been harmed by these financing strategies.  We 
have discovered, however, that service penetration rates have not improved following the inception 
of managed mental health care; that access to newer, more expensive pharmaceuticals is poorer in at-
risk pharmacy programs; that serious concerns persist regarding the completeness of health 
maintenance organization (HMO) service encounter data; and that there are no dramatic differences 
in outcomes associated with implementation of the managed care interventions.  We also have found 
evidence that cost savings in the Medicaid program may be offset by costs incurred outside of the 
program, both by other government entities and the informal sector of care (Shern et al., 2004). 
 
It is in the context of these findings that we will discuss our 2005 evaluation of Florida’s managed 
mental health care.  We will first review the Florida context for the two demonstrations in the 
Panhandle and Tampa Bay Areas, and then feature the results of this year’s evaluation.  Given the 
ongoing concerns with the adequacy of HMO encounter data for estimating both the penetration 
and volume of service use, we will conclude by reporting the preliminary results of a study designed 
to test the feasibility of alternative methods for capturing service utilization data.   
 
Florida’s Medicaid Managed Care Strategies: The Context 
 
While Florida began using managed care strategies for comprehensive mental health services in 
March of 1996 with the implementation of the Prepaid Mental Health Plan (PMHP) in Area 6, the 
Medicaid program has used managed care strategies for physical health services since 1984.  
Approaches include a physician case management program; MediPass, which was implemented in 
1991; and Provider Service Networks, Children’s Provider Networks, Minority Physician Networks, 
and Exclusive Provider Organizations, all of which provide primary care services, care coordination, 
and authorization of specialty care for Medicaid beneficiaries.  The largest percentages of Medicaid 
beneficiaries, however, are still in Medicaid HMOs (almost 50%) and MediPass (49%) (Agency for 
Health Care Administration, 2005).  
 
In its 2004 session, the legislature passed HB 1843 that required the Agency for Health Care 
Administration (AHCA) to establish prepaid plans for behavioral health services for individuals not 
enrolled in Medicaid HMOs in each AHCA area and to require all Medicaid HMOs to provide the 
same comprehensive community mental health and substance abuse services to their enrollees.  At 
the end of fiscal year (FY) 2004-2005, FHP was selected as the vendor to provide prepaid mental 
health services in AHCA Areas 5 and 7. HMOs will be assuming the responsibilities for the same 
comprehensive community mental health benefits in all areas of the state where they operate as they 
meet readiness requirements established by AHCA.   Additionally, HB 1876 stipulated that by July 1, 
2005, child welfare recipients will receive their behavioral health benefits through a specialty prepaid 
plan operated by community-based care child welfare lead agencies either through a single provider 
or formal agreements among several organizations. 
 
The Managed Mental Health Demonstrations  
 
It is in this framework of evolving managed care strategies in Florida that we continue to evaluate the 
managed behavioral health care in the Tampa Bay Area and in the Panhandle.  In these two 
demonstration areas, Medicaid beneficiaries may have their mental health services financed through a 
fee-for-service (FFS) system or through one of two managed care arrangements.  The fee-for-service 
system is used by several groups of beneficiaries who are excluded from managed care, such as those 
who are enrolled in both Medicaid and Medicare, those who are enrolled in the Medically Needy 
programs, and by newly certified Medicaid beneficiaries who have not yet selected or been assigned 
to a managed care condition.  All other Medicaid beneficiaries receive their mental health services in 
one of two managed care conditions.  
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The first condition is a behavioral health care “carve-out” plan in which a specialty behavioral health 
managed care organization provides or arranges for a specified range of mental health services for 
plan participants, including community mental health, targeted case management, and psychiatric 
inpatient services.  Services excluded from the carve-out include Florida Assertive Community 
Treatment (FACT), behavioral health overlay services, comprehensive assessments for children, the 
Statewide Inpatient Psychiatric Program (SIPP), substance abuse services, and specialized therapeutic 
foster care. (For a complete listing of covered services, see Appendix 3). In this carve-out 
arrangement, the managed care organization is paid by AHCA through a risk-adjusted, fixed monthly 
fee per enrollee.  This is the prepaid mental health plan or PMHP.   
 
In the second managed care condition, HMOs receive a risk-adjusted premium that includes general 
health, pharmacy, and a range of community mental health services identical to those in the carve-
out.  Since HMOs receive an integrated premium for all three components of the benefit, these 
arrangements are characterized as a “carve-in” purchasing arrangement.  HMOs arrange health, 
mental health, and pharmacy services for their enrollees through sub-contractual agreements with 
providers or behavioral health managed care organizations.  Both the PMHPs and HMOs in the 
demonstration sites are at financial risk for the mental health service utilization of their enrollees for 
the services that are specified in their contractual arrangements, which we refer to as the carve-out 
services. 
 
Table 1 summarizes the differential risk arrangements that characterize the three financing conditions 
that are contrasted in the evaluation.  The financing conditions differ in their financial risk   
arrangements for health, mental health care, and pharmacy.  The HMOs are fully at risk for all three 
categories of services, while the PMHPs and MediPass in Areas 2, 4, 5, and 7 (the comparison sites 
for the evaluation) are not at risk for medical or pharmacy benefits.  Of course, the PHMPs in Areas 
1 and 6 are fully at risk for the carve-out mental health services. 
 
Table 1 
Financial Risk Arrangements 
 
Financing Condition Health Mental Health Pharmacy 
Areas 1 & 6 
MediPass/PMHP No Risk At Risk No Risk 
Areas 1 & 6 
HMOs At Risk At Risk At Risk 
Areas 2, 4, 5, & 7 
MediPass No Risk No Risk No Risk 
 
Outside of the demonstration areas, comprehensive mental health services for Medicaid beneficiaries 
are reimbursed through a fee-for-service mechanism in which the state is at risk for mental health 
service utilization.  In addition, prior authorizations for inpatient admissions and intervention 
strategies for intensive service users are managed statewide by First Health, a utilization management 
firm.  These services began in 1997.  Medicaid requires prior authorization for three additional 
services—day treatment, intensive therapeutic onsite services, and rehabilitation day treatment on a 
targeted basis for some providers.  
 
Evaluation Design and Methods 
 
For the last 8 years, a research team at the Louis de la Parte Florida Mental Health Institute (FMHI) 
has conducted a series of integrated evaluation projects designed to assess the effects of the managed 
care programs in the demonstration areas on access, cost, quality, and outcomes of services relative 
to the fee-for-service reimbursement system used outside of the demonstration areas.   
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We use a non-equivalent comparison group design to investigate the effects of the differing financing 
conditions.  In this design, we use comparison sites in our analyses that were selected because of 
their close resemblance to the two demonstration areas in terms of their demographic characteristics 
and in the composition of their health and mental health care markets.  Multiple comparison areas 
can be helpful in understanding the stability of long-term trends that occur outside of the 
demonstration areas. The two comparison sites selected for Area 1 include AHCA Area 2 
(Tallahassee and surrounding counties) and Area 4 (Jacksonville and surrounding counties). The 
comparison sites for Area 6 also include Area 4 and Area 7 (Orlando and surrounding counties) for 
some analyses.  In some analyses, we also use data from Area 5 (Pinellas and Pasco counties), an area 
slated for expansion of the PMHP, for comparison purposes.  
  
Sub-Studies Comprising the Evaluation 
 
In order to document the characteristics of the different financing conditions and understand their 
effects on access, cost, quality, and outcomes, we completed a set of interrelated sub-studies 
including the following: 
  
 An implementation analysis to document the nature of the interventions, important 
organizational changes during the year, and providers’ opinions regarding the functioning of 
the differing financing conditions. 
 Analysis of administrative data provided by AHCA and the managed care plans to measure 
the characteristics of the enrolled population, their service utilization patterns, and estimates 
of program cost. 
 Examination of other centrally collected administrative data systems, such as the Baker Act 
Registry (mental health involuntary examinations) and Florida Department of Law 
Enforcement arrest records, to assess population-based outcomes for Medicaid beneficiaries. 
 Analysis of population mail survey data to determine if differences in access, health status, or 
satisfaction are associated with differences in financing condition.   
 Special study of children’s mental health services in Area 1. 
 
Additionally, in last year’s evaluation summary (Shern et al., 2004) we noted consistent problems with 
receiving accurate encounter data from the HMOs.  To the degree that these encounter data 
underrepresent the true volume of services for HMO beneficiaries, penetration and cost estimates 
may exaggerate differences between the plans.  Also, as part of an intensive study of people with 
severe mental illnesses who were enrolled in the Area 6 program, we have determined that costs 
outside of the Medicaid budget may offset the apparent savings that are associated with managed 
care (Shern et al., 2004). We, therefore, have begun a series of analyses to determine the feasibility of 
developing a sampling and data collection strategy in which we will collect data from individuals  
regarding their utilization of services and other social resources that do not rely on existing shadow 
claims systems.  Early results of this feasibility study are documented in a later section of this report.   
     
Generally, the estimates that we calculate from the administrative, service recipient, and population-
based outcomes components of the study are case-mix adjusted to control for the demographic and 
eligibility group (Supplemental Security Income [SSI], non-SSI, gender, race, and age group) 
differences in the enrolled populations.  The case-mix adjustment does not, however, control for 
differences in the severity of mental health diagnoses.  Depending on the characteristics of the 
sample being analyzed, the case-mix adjustment may differ slightly with each comparison.  For 
example, if the particular sample under study is one sample comprised only of males, there would be 
no reason to case-mix adjust on sex. We also recognize that these adjustments do not correct for all 
of the differences between the comparison areas, but they do standardize the estimates with regard to 
these key characteristics. 
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Area 1: The Continuing Development of Medicaid’s  
Managed Mental Health Plans 
 
Background  
 
AHCA Area 1, comprising Escambia, Santa Rosa, Okaloosa, and Walton counties in the Florida 
Panhandle, began formal implementation of the PMHP on November 1, 2001.  This implementation 
analysis describes the structures and activities during the fourth year post start-up (FY 2004-2005); 
whereas, the administrative data represent FY 2003-2004.   
 
Of the four counties included in the demonstration, Escambia County has the largest population 
(294,410), but is the smallest geographically.  Okaloosa and Santa Rosa counties have similar 
population sizes (118,000 and 170,000, respectively) and geographical size, but are more rural than 
Escambia County.  Walton County is the most rural, with a population density of only 38 people per 
square mile and a total population of over 40,000 (U.S. Census Bureau, 2000). 
 
There are only modest differences in age distribution, racial makeup, and income among the four 
counties.  Walton County has a slightly older population than the other three counties in Area 1.  
Escambia County is the most racially diverse, with more than one-fifth of its population reporting 
their race as African-American.  The other three counties have much smaller minority populations 
(4%-9% African-American; 2%-4% Hispanic).  Okaloosa County has the highest per-capita income 
($29,938) and Walton County the lowest ($20,018) (Florida Research & Economic Database, 2004a, 
2004b).   
 
Behavioral Health Market 
 
Lakeview Center is the largest and most comprehensive provider of behavioral health services in 
Area 1.  Lakeview primarily serves Santa Rosa and Escambia counties.  Bridgeway Center is Okaloosa 
County’s largest public behavioral health provider and COPE Center, the smallest of the three Area 1 
major providers, serves Walton County.  HealthEase, the only Medicaid HMO operating in Area 1, 
serves only Escambia and Santa Rosa counties.  The HealthEase provider network consists mostly of 
individual clinicians in private practice.  
  
Other Initiatives in Area 1 
 
Lakeview Center has implemented a number of major human service initiatives in Area 1 over the 
past 5 years.  In addition to managing the Medicaid Prepaid Mental Health Plan, Lakeview is also the 
lead agency for the Department of Children and Family’s (DCF) Community-Based Care initiative 
privatizing child welfare; the managing entity for the DCF Substance Abuse and Mental Health 
(SAMH) innovative financing strategies and contract methodologies for behavioral health services 
reimbursed by general revenue; the host agency for the Area 1 Florida Assertive Community 
Treatment (FACT) teams, a program for adults with serious mental illnesses; and they operate the 
Statewide Inpatient Psychiatric Program (SIPP) for children and youth with emotional disturbances.  
While these initiatives affect the other providers in Area 1 as well, Lakeview Center has had primary 
responsibility in these efforts.  Because of the integration of these initiatives within one managed care 
entity and the shared goals of several of the initiatives, it is difficult to determine the specific impact 
of any one intervention. 
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Implementation Analysis 
 
The goals of the implementation analysis are to detail the financial, structural, and clinical aspects of 
the managed care conditions and to describe the successes and challenges in implementing the 
Medicaid PMHP demonstrations.  These analyses also provide a context for understanding the 
access, cost, quality, and outcome analyses. 
 
Methods 
 
This year, implementation data in Area 1 were collected using three separate methodologies.  The 
first involved surveys of the executive leadership of the two managed care entities that comprise the 
demonstration, Access Behavioral Health (ABH) for the PMHP and HealthEase, the Medicaid 
HMO.  The survey requested updated information relating to organizational changes, changes in 
network providers, utilization management processes, clinical guidelines, service arrays, consumer 
involvement, and any provider incentives employed to enhance the use of evidence-based practices.     
 
The second method included a structured, web-based survey of provider network staff in which they 
provided opinions about the functioning of the differing financing conditions with regard to several 
key dimensions (e.g., access, quality, etc.).  In previous years, information regarding the 
implementation of the managed care demonstration in Area 1 was collected exclusively through 
interviews or surveys conducted with the executive directors and upper management staff of the 
PMHP provider agencies and a sampling of the HMO network providers.  This year we attempted to 
expand the respondent base.  The web-based survey for provider staff was developed to assess their 
views of certain features of the Medicaid behavioral health system operating in their respective 
communities.  Each community mental health center in the PMHP network was asked to distribute 
information about the survey and the web link to its staff.  Similarly, HealthEase was asked to 
distribute the information and web link to members of its provider network, which consists of 
individual clinicians.  In addition, for the first time, a sample of provider agencies in Area 4 (a 
comparison site comprising the upper east coast of Florida), as well as the two areas identified as 
future expansion sites—Area 5 (Pinellas and Pasco counties) and Area 7 (the Orlando area)—were 
also asked to distribute information about the survey along with the web link to their staff. In each 
comparison Area, four or five agencies with comprehensive arrays of services (e.g., community 
mental health centers) were initially selected to be included in the survey sample.  Agencies which 
provided primarily substance abuse services were excluded since substance abuse services are not 
included in the capitated benefit plans of either the PMHPs or HMOs.   
 
Respondents were asked to rate, on a 4-point scale from poor to very good, their perception of 
important aspects of the Medicaid behavioral health system, such as access to services and 
medications, the quality of care, and service outcomes. These identified domains were derived from 
the literature regarding important dimensions of service networks. Twenty-two completed provider 
staff surveys were received from Area 1, which represents a response rate of 63%.  Fifty-four 
completed surveys were returned from providers in Areas 4, 5, and 7, which also represents a 
response rate of 63% for the 10 agencies that participated from the comparison sites.  Given that the 
provider agencies determined who among their staff would receive the surveys for completion, it is 
not possible for us to determine whether the survey respondents were representative relative to 
everyone who was eligible to respond.   
 
Finally, administrative data from AHCA enrollment files were used to characterize the changes in the 
number of enrollees and the composition of the enrollee population during the last 3 years.  Data 
from the AHCA website were also employed to characterize the populations served in the 
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demonstration and comparison areas.  Data from the enrollment files reflect FY 2001-2002 through 
FY 2003-2004.   
   
Organizational Survey of Structures and Relationships 
 
During the last year, there have been no significant changes in the contractual relationships between 
ABH and its providers, indicating continued stability in the PMHP.  AHCA continues to contract 
with ABH at Lakeview Center as the managed care organization for the PMHP.  ABH, in turn, 
contracts with Lakeview Center, Bridgeway Center, and COPE Center for community mental health 
services.  ABH also contracts with three hospitals for inpatient services, West Florida Community 
Care, Baptist Hospital, and West Florida Hospital.  In addition, ABH continues to contract with 
Children’s Home Society for children/adolescent outpatient community mental health services.    
 
HealthEase relationships have also been relatively stable during the last year.  This agency continues 
to be the only Medicaid HMO operating in Area 1. In November 2003, HealthEase established a 
subsidiary corporation, WellCare Behavioral Health, Inc., to be responsible for specifically managing 
HealthEase behavioral health services.  During 2004, WellCare changed its name to Harmony 
Behavioral Health.  
 
The Harmony provider network consists of providers in individual private practices as well as 
individuals affiliated with organizations such as the Children’s Home Society.  Harmony continues to 
contract with Baptist Hospital and West Florida Psychiatric Hospital for inpatient services.  In 
September of 2004, Harmony contracted with WestCare of Florida for targeted case management 
and care coordination services. Figure 1 presents the current financing relationships among the 
various entities providing Medicaid behavioral health services in Area 1.   
 
Figure 1 
Area 1 Medicaid Funding Streams as of June 2005  
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Financial Arrangements 
 
ABH continues to subcontract with its primary providers, Lakeview, Bridgeway, and COPE centers, 
using a risk-adjusted, capitated payment for community mental health services.  ABH also continues 
to contract on a fee-for-service basis with affiliated providers, such as the Children’s Home Society, 
West Florida Hospital, and West Florida Community Care Center (a state treatment facility) for 
specialty services and/or inpatient care. Prior authorizations are required for services provided by the 
Children’s Home Society and for inpatient services.  
 
Harmony continues to pay its network providers for mental health services on a fee-for-service basis. 
However, Harmony has capitated arrangements with two psychiatrists and WestCare of Florida, 
which provides their case management services.  Prior authorization for services is required for 
psychotherapy and other outpatient services, except for those recipients who are identified as having 
serious mental illnesses or serious emotional disturbances.  Psychiatric services for those individuals 
are excluded from prior authorization requirements.  Once the individual is registered and 
authorization is initially provided, no further review is required.  
 
Enrollment Characteristics 
 
According to AHCA’s April 2005 Enrollment Reports (Agency for Health Care Administration, 2005), 
there are currently 75,573 Medicaid beneficiaries (including children enrolled in MediKids) in Area 1, 
which is slightly lower than the 77,111 reported in June 2004 (Agency for Health Care 
Administration, 2004). Approximately 36% (19,000) of the Medicaid beneficiaries are enrolled in the 
Medicaid HMO and 64% (34,000) are enrolled in MediPass; however, not everyone enrolled in 
MediPass is eligible to participate in the PMHP.  For example, individuals who are dually enrolled in 
Medicaid and Medicare, individuals enrolled in the Medically Needy programs, and individuals 
receiving hospice services are excluded from one or more parts of the demonstration.   
 
In addition, there are certain Medicaid beneficiaries who, while they are receiving services in other 
special programs, are disenrolled from the demonstration (e.g., children in residential treatment, 
children and adolescents being served in the Statewide Inpatient Psychiatric Program, people who 
receive Florida Assertive Community Treatment services, or children receiving behavioral health 
overlay services in residential programs).  (Note: The figures here differ from those used for the 
administrative analyses in our study because these data are for the current year, whereas 
administrative data are from the prior year.  Also, not all enrolled individuals meet the criteria for 
inclusion in this evaluation.)  For individuals who reside in either Escambia or Santa Rosa counties in 
Area 1 and who fail to choose a plan (either MediPass or a Medicaid HMO), it is still Medicaid’s 
policy to assign 50% of all eligible Medicaid beneficiaries to the HMO. 
  
In Figure 2 below we present the average monthly enrollment for each of the four financing 
conditions (i.e., PMHP, HMO, and two FFS areas) included in this component of the evaluation.  As 
can be seen from the Figure, with the exception of approximately 10,000 additional enrollees in 
MediPass Area 4, each of the other financing conditions have a stable enrollment base through June 
of 2004.   
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Figure 2 
Average Monthly Enrollment in Areas 1, 2, & 4 
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We examined demographic differences of the enrolled populations in the two managed care plans in 
Area 1 as well as in the comparison sites.  These findings are presented below in Table 2.  Again this 
year, we found little difference between the plans in the demographic characteristics of their 
enrollees. There are differences, however, in the percent of individuals with disabilities in the 
respective plans.  SSI recipients comprise about 20% of the PMHP and MediPass comparison 
groups, while they represent only 10% of the HMO population.  Consistent with these differences in 
people with disabilities, the PMHP and MediPass conditions are also more likely to have people with 
serious mental health diagnoses of schizophrenia, bipolar disorder, major depression, attention deficit 
hyperactivity disorder (ADHD), or oppositional defiant disorder.  
 
 
Table 2 
Area 1 Enrollee Characteristics 
 
Enrollee 
Characteristics PMHP Area 1 HMO Area 1 MP Area 2 MP Area 4 
Females 55% 57% 54% 54% 
Age <21 74% 75% 76% 78% 
Age 55-64 3% 1% 3% 3% 
SSI 20% 10% 19% 20% 
Serious MH Diagnoses 9% 6% 10% 10% 
 
In summary, there are only slight differences between the HMO and PMHP in Area 1 with regard to 
demographic characteristics, while the PMHP has a slightly more impaired population enrolled in its 
plan. 
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Guideline Use and Quality of Care 
 
ABH annually updates its mental health treatment guidelines developed from guidelines published by 
the American Psychiatric Association, the American Academy of Child and Adolescent Psychiatry, 
and Medicaid handbooks, as well as other published guidelines. The newly updated guidelines are 
presented to the Area 1 Quality Council for approval. 
 
ABH has also developed a Network Performance Plan and Quality Initiatives Improvement Plan. 
Data related to access to services, quality of services, client and stakeholder satisfaction, provider 
characteristics, and financial performance are used to monitor the performance of the ABH provider 
network.  Quarterly reports are generated and presented to the network and system stakeholders. 
 
Harmony annually updates the level of care criteria (InterQual Level of Care Behavioral Health 
Criteria from McKesson Health Solutions) that are in use with its providers. Harmony continues to 
conduct annual audits of its provider records to evaluate the providers’ compliance with standards of 
care. 
 
Neither ABH nor Harmony offers any financial or other types of incentives for providers to use 
evidence-based practices.  However, both managed care organizations have involved their networks 
in the implementation of evidence-based pharmacy guidelines.  
 
Consumer and Family Participation 
 
ABH reports that it has developed an active consumer council that has become involved in designing 
new consumer-driven activities, including a workshop for professionals and consumers on recovery, 
training for peer facilitation, and consumer-led education.  Consumers are also represented on the 
newly organized AHCA Advisory Council for Area 1.  
 
Harmony reports that it has a consumer advocate who participates at the corporate level in Tampa 
by taking part in governing meetings where quality improvements and program developments are 
discussed.  Harmony has also developed a relationship with the Mental Health Association in 
Pensacola to provide training for its provider network regarding Association services and to be a 
resource for Harmony referrals for families needing support. 
 
New Services 
 
ABH reports that it has not initiated any new services during the past year, but it does anticipate the 
implementation of new consumer-driven activities and services in 2005. 
 
Harmony reports that it has developed mobile treatment services for high-risk enrollees.  They now 
offer enhanced transportation services, including taxi and bus trips to psychiatric appointments. 
Harmony also now offers psychoeducational and family support groups through its relationship with 
the Mental Health Association. 
 
AHCA has implemented an Area 1 Advisory Council that met twice during 2004-2005.  Meetings 
were delayed due to Hurricane Ivan in late summer 2004. The first two meetings were focused 
primarily on orientation and organizational matters.  At the second meeting, the director of the 
Mental Health Association in Pensacola was elected chair.    
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Provider Staff Web-Based Survey Results 
 
As noted previously, this year we attempted to survey a broad sample of providers in Area 1 and one 
of the comparison sites (Area 4), as well as the sites identified for expansion of the PMHP (Areas 5 
and 7), which can also serve as comparison sites in this analysis.   We asked providers to rate 
important features of the Medicaid behavioral health service delivery system currently operating in 
their respective communities.  The following represents the findings from the web-based survey that 
was distributed to staff within the provider networks of the PMHP, the HMO in Area 1, and the 
provider agencies in the non-demonstration sites.  The responses from the Area 1 providers are 
compared to the pooled responses from the non-demonstration sites. 
 
Respondent Characteristics. Table 3 presents the characteristics of the 22 individuals in Area 1 
who responded to the web-based survey, as well as the 54 people who responded from the 
comparison sites. 
 
Table 3 
Characteristics of Respondents in Area 1 and the Comparison Areas1
 
Characteristics Area 1 (n=22) 
(# of responses/%) 
Comparison Areas (n=54) 
(# of responses/%) 
Role (NS)* 
Clinician 8 (36%) 17 (31%) 
Case manager 2 (9%) 1 (2%) 
Administrator 7 (32%) 18 (33%) 
Supervisor 10 (45%) 27 (50%) 
Other 1 (4%) 4 (7%) 
Years worked in the field (NS)* 
0-1 year 0 (0%) 1 (2%) 
2-5 years 4 (18%) 12 (22%) 
6-10 years 5 (23%) 16 (30%) 
11+ years 12 (54%) 24 (44%) 
Years worked with current agency (NS)* 
0-1 year 1 (4%) 7 (13%) 
2-5 years 9 (41%) 15 (28%) 
6-10 years 2 (9%) 13 (24%) 
11+ years 9 (41%) 17 (31%) 
Years worked in current position (NS)* 
0-1 year 3 (14%) 8 (15%) 
2-5 years 8 (36%) 25 (46%) 
6-10 years 4 (18%) 12 (22%) 
11+ years 5 (23%) 7 (13%) 
Work primarily in: (NS)* 
Children’s MH 13 (59%) 18 (33%) 
Adult MH 12 (54%) 36 (67%) 
Elderly MH 4 (18%) 8 (15%) 
Residential 5 (23%) 9 (17%) 
Emergency 5 (23%) 6 (11%) 
Inpatient 4 (18%) 6 (11%) 
Substance Abuse 7 (32%) 9 (17%) 
Outpatient 12 (54%) 19 (35%) 
School-based 6 (27%) 5 (9%) 
Pharmacy 1 (4%) 2 (4%) 
Other 0 (0%) 6 (11%) 
                                      
1 The total number of responses exceeds that of respondents since individuals could identify with more than one 
category. 
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Education level (NS)* 
HS Diploma 3 (14%) 0 (0%) 
AA 0 (0%) 0 (0%) 
BA/BS 3 (14%) 10 (19%) 
MA/MS 14 (64%) 38 (70%) 
PhD 1 (4%) 4 (7%) 
MD 0 (0%) 1 (2%) 
Licensed (NS)* 
Yes 11 (50%) 24 (44%) 
No 9 (41%) 28 (52%) 
*Not significant 
 
Among the 22 Area 1 respondents, the majority of them (10) were supervisors.  Eight identified 
themselves as clinicians and seven indicated that they were administrators.  There were two case 
managers and one substance abuse counselor.  Most respondents (54%) had 11 or more years 
experience in the mental health field and half (11) had been with their current organization for more 
than 6 years.  Eight (36%) of the 22 respondents reported being in their current job between 2 and 5 
years.  Fifty-four percent of respondents worked in outpatient services.  Thirteen respondents (59%) 
indicated they worked with children and 12 (54%) worked with adults.  Most respondents (64%) 
were masters’ level staff and half of the respondents were licensed to provide mental health services. 
 
The characteristics of the respondents in Area 1 are strikingly similar to respondents from the 
comparison areas, with only a few exceptions.  More respondents in the comparison sites worked 
with adults instead of children and fewer respondents were licensed to provide mental health services 
as compared to the Area 1 respondents.  Neither of these two differences was significant, however. 
 
Ratings of the Medicaid Mental Health System.  The online survey consisted of 27 questions 
that were designed to assess the views of provider staff regarding the Medicaid mental health system 
of services in key domains, including access to services, outcomes, consumer choice, quality, 
grievance procedures, continuity of care, provider satisfaction, and flexibility. Respondents were 
asked to rate these domains on a 4-point scale ranging from poor (1) to very good (4) for each 
financing plan in their respective Medicaid areas, i.e., Medicaid fee-for-service, Medicaid HMOs, and 
Medicaid Prepaid Mental Health Plans (in Areas 1 and 6 only).  We combined some items to make 
four composite variables: access, consumer choice, quality, and outcomes; each of these summary 
measures reliably assessed the domain of interest with reliability coefficients all above 0.80.  We will 
use item-level responses for the other areas measured on the survey. 
 
We completed two types of comparisons.  The first involved contrasting the areas overall to 
determine if differences existed between Area 1 and the comparison areas that were not related to 
the specific financing conditions. The second comparison contrasted the opinions of staff with 
regard to the three financing conditions of interest in the evaluation.  Specifically, we contrasted their 
ratings on each of the domains for the PMHP and HMO in Area 1 and for the FFS condition in the 
comparison areas of 4, 5, and 7.   
 
The following tables summarize these results.  In Table 4, we compare the combined mean scores of 
all three conditions that exist in Area 1 (PMHP, HMO, FFS) to the combined mean scores of the 
FFS and HMO conditions in the pooled comparison areas for each of the key domains in the survey 
(access, quality, outcomes, continuity of care, consumer choice of services/providers, satisfaction of 
providers, flexibility of services, and access to grievance procedures). We found that Area 1 
consistently received higher ratings on the survey than the pooled comparison sites.    
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Table 4 
Provider Survey Results Comparing Area 1 with the Comparison Areas  
(All Financing Conditions) 
 
Indicator 
Area 1 
Means 
(PMHP, HMO, 
FFS) 
Comparison Areas 
(4, 5, 7) Means 
(FFS, HMO) 
Results 
Access (10 items) 3.25 2.57 .000* 
Consumer choice (2 
items) 
3.20 2.55 .000* 
Quality (2 items) 3.38 3.07 .014* 
Outcomes (7 items) 3.20 2.82 .002* 
Provider satisfaction  
(1 item) 
3.23 2.62 .000* 
Flexibility in providing 
services (1 item) 
3.18 2.46 .000* 
Continuity of services 
(e.g., inpt to outpt)  
(1 item) 
3.44 2.65 .000* 
Continuity of services 
across agencies (e.g., 
MH/SA, CW, DJJ) (1 item) 
3.18 2.60 .000* 
Access to grievance 
procedures at the provider 
level (1 item) 
 
3.69 3.14 .000* 
*Statistically significant 
 
In Table 5, we present the mean score for each financing condition of interest within Area 1 on each 
of the domains represented in the survey.  The two Medicaid managed care plans in Area 1 are also 
compared to the current, relatively unmanaged, fee-for-service financing arrangements in the pooled 
comparison sites, except for the last item in the table (access to grievance procedures at the managed 
care plan level), which only pertains to two of the financing conditions.  
 
Table 5 
Provider Survey Results Comparing Area 1 PMHP and HMO with Fee-for-Service in 
Comparison Areas 
 
Key Domains 
 
Area 1 
Means 
Combined 
Comparison Area (4, 
5, 7) Means 
Area 1 Results 
(HMO vs. Area 1 
PMHP vs. 
Comparison Areas 
FFS) 
Access HMO:     2.92 
PMHP:   3.27 
FFS: -  2.81 .033*; PMHP better 
than FFS 
Consumer choice HMO:     3.17 
PMHP:   3.14 
FFS: -  2.73 
 
NS 
Quality  HMO:    3.45 
PMHP:  3.31 
FFS: -  3.21 
 
NS 
Outcomes HMO:    2.93 
PMHP:  3.21 
FFS: -  2.97 
 
NS 
Provider satisfaction  HMO:    2.88 
PMHP:  3.25 
FFS: -  2.88 
 
NS 
Flexibility in providing services 
 
HMO:    2.71 
PMHP:  3.21 
FFS: -  2.72 
 
NS 
Continuity of services (e.g., inpt to 
outpt) 
HMO:    3.22 
PMHP:  3.42 
FFS: -  2.84 
 
.041*; PMHP better 
than FFS 
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Continuity of services across 
agencies (e.g., MH/SA, CW, DJJ) 
  HMO:    3.00 
  PMHP:  3.25 
FFS: -  2.71 .012*; PMHP better 
than FFS 
Access to grievance procedures at 
the provider level 
  HMO:    3.44 
  PMHP:  3.75 
FFS: -  3.23 .034*; PMHP better 
than FFS 
Access to grievance procedures at 
the managed care plan level** 
  HMO:    3.22 
  PMHP:  3.67 
NA NS 
*Statistically significant 
** T-test conducted to test significance between these two plans; one-way ANOVA used to test significance on all other 
items across the three financing conditions. 
 
As can be seen from both these analyses, there are consistent differences between Area 1 and the 
comparison areas on all of the service dimensions.  Respondents in Area 1 generally rated their 
Medicaid systems more favorably than providers in Areas 4, 5, and 7.  However, in the second 
analysis where we contrast the financing conditions of interest to the evaluation (the PMHP, the 
HMO, and FFS in the comparison sites), these differences largely disappear.  The only statistically 
significant differences between the financing conditions are found in the access domain (access to 
services and to grievance procedures at the provider level) and continuity of care areas (across 
agencies and across services).  In both domains, the PMHP is rated as superior to the FFS condition. 
 
Respondent Comments. Respondents were asked to comment on any item that they rated poor or 
fair. Area 1 respondents provided a total of 80 text responses and respondents in the comparison 
sites (Areas 4, 5, and 7) provided 305 text responses.   Text responses were then reviewed for 
common themes.  Seventeen different themes were identified.  The text was coded and summarized 
using ATLAS.ti software developed for analyzing qualitative data (Scientific Software Development, 
2004).  The text responses include comments made by respondents about the HMOs in the 
comparison areas and the FFS system in the managed care areas, even though those are not the 
conditions of interest in this evaluation. Table 6 lists the codes in descending frequency (i.e., the 
numbers of times these issues were mentioned by respondents). 
 
Table 6 
Survey Respondents’ Comments on Items Rated “Fair” or “Poor” 
 
Codes  Area 1 
 
Codes 
 Comparison Sites 
(Areas 4, 5 & 7) 
Access to care 19 (24%)  Access to care 49 (16%) 
Choice issues 8 (10%)  Access to pharmacy 33 (11%) 
Outcomes 8 (10%)  Access: lack of providers 27 (9%) 
Staff credentials 8 (8%)  Medicaid procedures 25 (8%) 
Access to innovative and  
consumer-operated services 7 (9%) 
 
Quality of care 21 (7%) 
Access: lack of providers 6 (8%)  Access & HMO process 18 (6%) 
Quality of care 5 (6%) 
 Access to innovative and 
consumer-operated services 17 (6%) 
Access to pharmacy 4 (5%)  Services integration 17 (6%) 
Continuity of care 4 (5%)  Continuity of care 16 (5%) 
Services integration 3 (4%)  Flexibility 15 (5%) 
 
As can be seen from the listings, four of the 10 most frequently mentioned concerns in Area 1 
involved access to services (e.g., to care, to innovative and consumer-operated services, to providers, 
and to pharmacy).   Respondent concerns were reflected in such comments as “very few 
psychiatrists, no day treatment or rehab services”; “no services for adults”; “no school services [for 
children]”; “no support groups”; “limited formulary, complicated approval process.”  Concerns 
about consumer choice, outcomes, and staff credentials also clustered together among the 10 most 
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often cited issues in Area 1.  Comments reflective of these views included “outcomes are limited by 
the lack of available services”; “the most difficult population [referring to people with co-occurring 
disorders]—often do very poorly by anyone’s outcome measures”; “there are no choices, you get 
who is assigned…”; “limited services provided by licensed practitioners…”  
 
Similarly, five of the 10 most noted concerns in the comparison sites also were related to issues of 
access.  However, their comments reflected concerns about high caseloads, waiting lists, and very 
limited access to child psychiatrists.  Concerns about quality of care, continuity of care, and services 
integration were also among the 10 most noted issues in both Area 1 and the comparison sites, 
although quality of care was of greater concern in the comparison sites than in Area 1.  Continuity of 
care and services integration appeared to be less of a concern in Area 1 and the comparison sites, but 
were still included among the 10 most often cited issues. 
 
Implementation Summary 
 
There continues to be stability in the Area 1 plans.  There were very few structural or organizational 
changes in the PMHP and HMO this year, with the exception of the name change from WellCare 
Behavioral Health to Harmony Behavioral Health and the addition of WestCare of Florida to the 
HMO provider network for the provision of case management services.  Enrollee characteristics 
have also changed very little since last year, with the exception of the increase in numbers of 
individuals in the HMO who have serious mental health diagnoses (double that of the previous year, 
from 3% to 6%), which may be attributable to more comprehensive data reporting by the HMO this 
year.  There continue to be more SSI enrollees in the PMHP than the HMO and more older adults 
(age 55-64) served in the PMHP. 
 
Innovations that have occurred in Area 1 over the past year include the development of ABH’s 
Network Performance Plan and Quality Initiatives Improvement Plan, which helps the agency 
monitor the performance of its network, and Harmony’s new mobile treatment services for high-risk 
enrollees.  In addition, AHCA has implemented an Advisory Board similar to that in Area 6 that 
consists of community stakeholders, providers, and consumer representatives. 
 
Results of the online survey conducted with provider staff show that when compared to the 
comparison sites, Area 1 consistently received higher ratings across all of the measured domains.  
However, in comparing the financing conditions of interest, i.e., the PMHP, the HMO, and FFS in 
the comparison sites, the only significant differences were found in the comparison of the PMHP 
and FFS with regard to issues related to access and continuity of care.  In both domains, the PMHP 
was rated more favorably than FFS.     
 
Despite the differences in financing models operating in Area 1 and the comparison sites, we found a 
surprising degree of congruence between the areas on the most often cited concerns about the 
Medicaid-funded service delivery systems.  Issues related to access to services (including pharmacy), 
quality of care, and continuity of care were identified among the 10 most frequently cited areas of 
concern in Area 1, as well as the comparison sites. 
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Access to Services 
 
Administrative Data 
 
Two data sets were used to determine if access to services differed between the PMHP and HMO in 
Area 1.  The first set includes administrative data provided by AHCA and by each of  
the managed care plans for all enrollees (adults and children).  In Figure 3 we display the rate at 
which individuals in each of the financing conditions used carve-out services over six consecutive 6-
month periods.  The first period (July-December 2001) was largely before the implementation of 
managed behavioral health care, while the other five data points are for periods following the 
implementation.  HMO clients who were served by Lakeview Center prior to the demonstration 
transitioned to a new provider network following the inception of the demonstration.  As can be 
seen from Figure 3, utilization rates of carve-out services have remained quite stable in the PMHP 
and comparison conditions following the implementation of the demonstration.  The HMO 
condition experienced a decline in utilization following the implementation of a comprehensive 
mental health benefit during the period in which its clients transitioned from Lakeview to the HMO 
provider network.  However, HMO utilization rates have returned to their pre-implementation level 
2 years post-implementation.  Additionally, the pre-exiting differences between the conditions in 
their carve-out utilization rates have been maintained after the onset of the demonstration.  
 
Figure 3 
Penetration of Carve-Out Services: Areas 1, 2, & 4 (Case-Mix Adjusted) 
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In Figure 4, we display the penetration rates for all mental health services.  These services include all 
of the carve-out services, plus other encounters in which a mental health diagnosis was recorded, a 
mental health procedure code was used, or that were delivered by a mental health professional or in a 
specialty mental health setting.  Compared to the rate for carve-out services, the overall penetration 
rates increase in all financing conditions, with the PMHP and the comparison areas looking quite 
similar to one another.  In the FY 2003-2004 period, the differences between the PMHP and HMO 
conditions decreased markedly with the increase in the HMO penetration rate.  We believe that this 
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increase is explained principally by more comprehensive data submissions from the HMO in the FY 
2003-2004 reporting period.  Primary care physician services may have been particularly 
underrepresented in previous years’ analyses.   
 
Figure 4 
Penetration of All Mental Health Services: Areas 1, 2, & 4 (Case-Mix Adjusted) 
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Mail Survey Data 
 
The second data set that we used to measure access to services involves self-report responses to the 
mail survey that was distributed to a sample of Medicaid beneficiaries at four different times in Area 
1.  On average, approximately 46% of individuals who were invited to participate in the mail survey 
responded to the invitation. Approximately 1,460 responses were obtained from caregivers of 
children selected for the study, with 950 of these individuals responding to all four mailings.  
Approximately 1,300 adult respondents are represented in these analyses, with about 880 of these 
responding to all four surveys.  In Appendix 2 we present detailed results from the surveys including 
an analysis of the differences between individuals who responded to all four surveys to individuals 
who only responded once.   
 
In the mail survey we asked questions regarding access to both health and mental health services.  
Access is measured two ways.  The first is simply the rate at which individuals report obtaining 
services.  (It is important to note that we cannot determine if the services were received in or outside 
of their financing condition.)  The second method of measuring access is to determine the rate of 
unmet need.  Individuals were asked to report if they needed a health or mental health service and 
whether or not they received the service. (Again, we cannot ascertain from whom they received a 
service.) 
 
Using an analysis of variance framework, we found no consistent differences between the PMHP and 
the HMO (on average, over time periods) for unmet need for health or mental health services among 
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 17
adults (see Table 7).  Adults did report significant differences between the plans in their difficulty in 
obtaining medications.  HMO enrollees reported significantly more problems in this area.  For 
children, no differences between the plans were reported for unmet need for mental health services, 
although the number of caregivers in the multiple respondent category was insufficient for an 
adequate test.  Interestingly, children in the HMO condition had significantly lower unmet need for 
health services than children enrolled in the PMHP (MediPass) condition (4.8 % vs. 6.2% unmet 
need, respectively). Unlike adults, no differences were obtained between the financing conditions in 
difficulty obtaining needed medications.  For both adults and children, much greater levels of unmet 
need for mental health services are reported than for general health services.  For adults, 33% 
reported unmet needs for mental health services as opposed to 11% for general health services.  For 
children, about 28% of caregivers reported an unmet need for mental health services, while 17% 
reported difficultly obtaining needed medications.   
 
Table 7 
Mail Survey Respondents: Access Results 
 
Adults 
No difference between financing conditions in unmet needs for physical or mental health services. - Unmet 
need: 11% for physical health and 33% for mental health 
HMO beneficiaries report greater difficulty obtaining medications 
- 26% in the HMO report difficulties and 19% in the PMHP report difficulties 
Children 
Caregivers of children in the PMHP report slightly higher unmet medical needs than HMO caregivers (6.2% 
vs. 4.8%) 
No differences in unmet mental health needs 
 
Special Children’s Study 
 
In this sub-study we conducted an in-depth analysis of a sample of children with or at risk for serious 
emotional disturbance and their families enrolled in the PMHP and HMO.  Using a case study 
methodology, we assessed children’s and families’ experiences with access, service quality, and service 
outcomes for these high-risk children.  
 
We selected the 28 families for this study from among the 272 who were part of the Area 1 children’s 
analysis conducted in FY 2003-2004. In part, the results of that study generated concern regarding 
the quality of care received by the children in Area 1.  This year, a total of 80 interviews and quality 
indicator surveys were completed.  This study included document reviews (of treatment/practice 
guidelines), file reviews, and in-depth interviews.  Adults interviewed for each case included primary 
caregivers, service providers, therapists, teachers, and other key adults in each child’s life (e.g., 
informal supports).  Twenty service providers were interviewed for the study. In an effort to refine 
indicators of quality for future evaluations, we asked caregivers and providers to define quality of 
care and what they consider to be appropriate measures of quality. 
 
Table 8 indicates the total number of cases, including 15 children enrolled in HealthEase (HMO) and 
13 children in ABH (PMHP). 
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Table 8 
Area 1 Child Case Study Classification 
 
Financing Condition  
Child Status 
Medicaid 
Mental Health 
Service History 
HMO 
(HealthEase) 
PMHP 
(ABH) 
Total 
 
Use 
 
4 
 
5 
 
9 
 
At-Risk for SED 
(Scored above threshold on 
Pediatric Symptom 
Checklist) 
 
No Use 
 
5 
 
3 
 
8 
 
 
Use 
 
6 
 
5 
 
11 
 Identified SED 
(SSI-MH)  
No Use 
 
0 
 
0 
 
0 
 
Total  15 13 28 
 
 
We examined administrative data for the 28 youth included to better understand their service history 
and use.  We used the SAMH data, Medicaid health and mental health FFS, Baker Act, Medicaid 
pharmacy administrative data, and Medicaid HMO/PMHP encounter data.  Data analysis for Baker 
Act and Medicaid HMO/PMHP encounter data was conducted using data from FY 2002-2003 and 
FY 2003-2004.  For analysis from all other databases, we used data from FY 2002-2003. From our 
review of these administrative data, we determined that 20 of these children were using Medicaid-
funded mental health services and eight were not. 
 
The majority of caregivers in both the HMO and the PMHP found it very easy to contact their 
providers (Figure 5).  Caregivers emphasized that being seen on time was very important and they 
appreciated the availability of home-based services.  Satisfaction with the coordination of services in 
both plans was also rated as very high.  Cultural competency was not stressed by caregivers or 
providers, but this may be due in part to the lack of ethnic diversity in the Pensacola area. 
 
Figure 5 
Caregiver Reports of Ease in Contacting Providers 
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Although there were no significant differences in the number of barriers to accessing services 
between financing plans, there were variations in the types of barriers reported.  Transportation was a 
problem for one-third of caregivers in both plans.   Additional barriers encountered by PMHP 
caregivers included miscommunications with providers (e.g., provider missed two scheduled 
appointments with caregiver), a provider lapsed Medicaid license, and a lack of adequate staff to 
focus on adolescents.  Barriers encountered by HMO caregivers included lack of awareness of 
available services, medication side effects, being told their child does not meet the criteria for services 
despite problems witnessed by the caregiver, trouble getting through on the phone, and unusual wait 
times at provider offices.  Providers focused on the need for more child psychiatrists (PMHP) and 
concerns regarding Medicaid reform (HMO) that could impact access to care.  
 
Over half of PMHP and HMO service users and non-users received emotional, social, and/or 
financial help from informal supports.  However, non-users were not accessing other behavioral 
health services and did not have a stronger informal support system than service users.  Caregivers 
reported that service use and the subsequent improvement in their child’s functioning facilitated their 
use of informal supports. 
 
Access Summary 
 
These analyses generally indicate that, with the exception of access to medications, the different 
financing conditions are not associated with differential access to services.  A decrease in service use 
for HMO enrollees was noted during the immediate post-implementation period when HMO clients 
at Lakeview were being transitioned to a new service network.  However, this noted reduction was 
temporary and penetration levels have returned to pre-implementation levels for the HMO 
beneficiaries.  As we have observed in earlier analyses, placing the HMOs at financial risk for 
pharmaceuticals is associated with greater reported difficulty in obtaining medications and with 
slower adoption of newer, more expensive pharmaceuticals.  Also, people in the HMO condition use 
mental health services at a lower rate than people in the PMHP.  However, enrollees in the two 
conditions do not report differences in unmet need for mental health services, indicating that the 
differential rate of service use is not indicative of differential unmet need.  Similarly, caregivers in the 
special study of children’s mental health did not indicate differential problems with service access.  
Interestingly, the providers who responded to the web-based survey identified access issues among 
their most cited concerns. Nonetheless, with the exception of access to medications, the two 
financing strategies are not associated with differential access to services.   
 
Costs of Mental Health Services  
 
The average per-member-per-month (PMPM) costs to AHCA for the menu of services that are 
included in the capitated benefit are displayed in Figure 6. These figures are case-mix adjusted for 
age, sex, eligibility status (SSI/Temporary Assistance for Needy Families [TANF]), and race. These 
data indicate that the per-member per-month costs to AHCA for carve-out services dropped in the 
initial 6-month interval following the implementation of the PMHP, but subsequently have grown 
slightly during the ensuing 6-month intervals through 2004. Except for the decline in the initial 6-
month post-implementation period, the average differences between the PMHP costs and the costs 
in comparison areas after the implementation are nearly identical to the average cost differences prior 
to implementation.  While no cost savings have been realized, the small growth in costs in the 
managed care conditions has paralleled that in the fee-for-service areas for carve-out services.   
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Figure 6 
PMPM Costs to AHCA for Carve-Out Services (Case-Mix Adjusted): Areas 1, 2, & 4 
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In Figure 7 we display the overall costs to AHCA for all mental health services, including carve-out 
services. These costs are the sum of the carve-out services (capitation payments in the demonstration 
area) and other services delivered with a mental health diagnosis, by a mental health provider, in a 
mental health clinic, or with a mental health procedure code and reimbursed on a fee-for-service 
basis by AHCA.  It is not possible for us to estimate overall mental health costs to AHCA for the 
HMO condition prior to the implementation of the intervention, since an undetermined component 
of the capitated premium could have been expended for mental health services.   
 
Figure 7 
PMPM Costs to AHCA for All Mental Health Services (Case-Mix Adjusted): Areas 1, 2, & 4  
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AHCA’s mental health costs in the PMHP condition were less than in the comparison areas prior to 
the implementation of the demonstration and remain lower following its implementation.  In the 
post-implementation period, the HMO overall costs are the lowest, with the PMHP being the second 
least expensive of the four conditions (i.e., PMHP, HMO, and two FFS areas).  As we have seen in 
previous years, HMO costs to AHCA for all mental health services are considerably below those for 
the comparison areas, in part, because some of the mental health services in the comparison areas 
occur in the general health sector for which AHCA pays on a fee-for-service basis; because the 
general health costs are included in the HMO premium, they are not allocated in this analysis.  
Therefore, these analyses do not address the allocation of resources for mental health services to the 
HMO, but rather additional, identifiable costs to AHCA billed on a fee-for-service basis.   As with 
the carve-out services, the per-member-per-month cost to AHCA for all mental health services 
dropped following the inception of the demonstration, but has grown to approximate the cost levels 
prior to implementation.   
 
Given our ongoing concern with the comprehensiveness of the encounter data from the HMO, we 
have not calculated standard cost estimates this year.   These standard cost estimates would allow us 
to properly attribute HMO resource utilization and help us assess the relative resource allocation to 
mental health services across the managed care conditions.  However, incomplete data will cause us 
to systematically underestimate the resources used in the HMO condition. We are aware that AHCA 
is implementing a system for collecting encounter data from the HMOs, but until that system is in 
place or another methodology is identified (see feasibility study discussion below), we will not 
calculate these estimates. 
 
Summary of Cost Analyses 
 
These cost analyses indicate that the pre-existing differences between the financing conditions, where 
both managed care plans spent less than the fee-for-service conditions in the comparison sites, are 
largely being maintained during the first 32 months of the demonstration.  After some initial cost 
reductions in the PMHP, per-member-per-month costs to AHCA have generally returned to pre-
demonstration levels and parallel costs in the comparison areas. 
 
Outcomes of Services  
 
As with the access analyses presented earlier, we also use multiple data sets in estimating differences 
in outcomes among the financing conditions.  In this year’s analysis, we employ two new outcome 
indicators obtained from administrative data—Baker Act involuntary examinations and arrests.  We 
examined these relationships based on the assumption that access to effective mental health care 
should decrease the need for emergency psychiatric evaluations or involvement with law 
enforcement that may result in arrest.  To the degree that we find changes in the rate of either of 
these indicators in Area 1 following the inception of the demonstration, that were not also occurring 
in the comparison areas, we can further investigate their relationship to the provision of mental 
health care.   Both of these indicators, therefore, might signal untoward consequences that are 
associated with the implementation of the managed care financing strategies.  In addition to these 
administrative data, we also present analysis of the mail survey data collected from enrollees in Area 1 
in order to directly assess differences in health and mental health status, as well as satisfaction with 
services.  Finally, quality of care indicators and children’s outcomes are explored in the special child 
mental health case study.    
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Baker Act and Arrest Data: Classification of Medicaid Enrollment Patterns 
 
In order to complete the comparisons for involuntary evaluations and arrests, we identified all adults 
who were enrolled in the Medicaid program throughout a 3-year period from 1 year prior to the 
implementation of the demonstration (November 2000–October 2001) and 2 years following its 
implementation (November 2001–October 2003).  To be included in the analyses, individuals had to 
be enrolled in one of the Medicaid financing conditions (HMO or MediPass fee-for-service) prior to 
the onset of the demonstration for at least 1 month and for at least 1 month in the post-
implementation period.   
 
Because we realize that there are people with differing patterns of Medicaid enrollment that likely are 
associated with other characteristics, we defined five distinct eligibility subgroups for our analyses.  
The first was composed of individuals who were continuously enrolled in Medicaid during the 3-year 
interval.  The second group included individuals who entered the Medicaid program during the 1-
year pre-demonstration period and who were enrolled continuously throughout the follow-up period.  
We call these “entrants.” The third group of individuals left the Medicaid program after 
implementation of the demonstration and did not re-enroll.  These individuals would have been 
enrolled at the beginning of the 3-year interval, but left after the beginning of the demonstration.  
These are the “leavers.” Finally, we have two discontinuous groups, i.e., individuals who had entered 
and left Medicaid enrollment during the 3-year period.  The first group entered and left enrollment 
only one time during the 3 years in this analysis; the second group is composed of individuals who 
had more than one enrollment/disenrollment episode during the 3-year study.  However, members 
of the last two groups had to have been enrolled both before and after the implementation of the 
demonstration in order to be included in these analyses.  These five groups, therefore, comprise the 
individuals with differing enrollment experiences in the Medicaid program.   
 
The number of individuals in each of the five groups is displayed in Table 9.  About 30% of adults 
who met our inclusion criteria were continuously enrolled in the program.  Another 17% left the 
program and did not re-enter, while about 6% enrolled and remained in the program.  Interestingly, 
nearly half of this sample has discontinuous enrollment, with most of these individuals experiencing 
multiple enrollment episodes.  We also found that people enrolled in the HMO were less likely to be 
continuously enrolled than people in either the PMHP or fee-for-service.  Also, people who were 
continuously enrolled were more likely to be on SSI.  
 
People who had one or more enrollment episodes within the 3 years were, on average, more likely to 
be young, female, and participating in Medicaid by virtue of their being in the TANF program than 
people in the continuous categories. In our analyses, we case-mix adjust for these differing 
characteristics, using the age/sex/race/eligibility proportions within each of the five enrollment 
groups.  In other words, the results for each financing group comparison are case-mix adjusted to the 
specific characteristics of each of the five enrollment groups so that the comparisons between the 
financing conditions will not be affected by differences in the case-mix.  
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Table 9 
Enrollment Groups for Baker Act and Florida Department of Law Enforcement  
Analyses by Eligibility Category 
 
Enrollment Group SSI 
# (%) 
TANF/Other 
# (%) 
Total 
# (%) 
Continuously 
Enrolled 
11,238 ( 55.9%) 1,630 (7.3%) 12,868 (30.4%) 
Entrants 4,069 (20.2%) 3,123 (14.1%) 7,192 (17.0%) 
Leavers 1,520 (7.6%) 1,127 (5.1%) 2,647 (6.3%) 
Single Episode 
of Enrollment 
1,434 (7.1%) 5,194 (23.4%) 6,628 (15.7%) 
Multiple Episodes of 
Enrollment 
1,849 (9.2%) 11,079 (50.1%) 12,928 (30.6%) 
Total 20,110 (100%) 22,153 (100%) 42,263 (100%) 
 
 
In the analysis, we identified the intervals within which individuals were enrolled in the Medicaid 
program and examined the rates of involuntary examination and arrest while they were enrolled.  We 
reasoned that if a link between financing condition, involuntary treatment, and/or arrest existed, it 
would be most powerfully tested by restricting our analyses to intervals in which the individuals were 
insured by the Medicaid program and enrolled in any of the three financing conditions (PMHP, 
HMO, or FFS).  The plan in which individuals were last enrolled is used for classification.  (Less than 
3% of these adult enrollees switched their Medicaid plan during the 3-year interval.)   
 
Baker Act Data. FMHI has maintained a registry of all involuntary evaluations conducted in Florida 
since July 1997.  Involuntary evaluations are conducted under the provisions of a Florida law which 
is known as the Baker Act in honor of its original sponsor, Representative Maxine Baker.  People 
who are examined under the act require emergency evaluation because they are believed to be a 
potential danger to themselves or others and/or are unable to care for themselves because of a 
mental illness.  Often, people for whom these emergency services are provided could have avoided 
emergency care if they had access to effective community mental health services.  Changes in the rate 
of involuntary treatment, therefore, may be indicative of changes in the adequacy of the community 
care system.  We, therefore, examined the rates at which Baker Act evaluations were conducted for 
enrollees in the three financing conditions (PMHP, HMO, and FFS) included in our evaluation. 
 
During the 3-year study period, 1,568 adults out of approximately 42,000 in these analyses 
experienced a total of 2,933 Baker Act examinations while they were enrolled in the Medicaid 
program.  When we analyzed the Baker Act examinations for individuals included in each of the five 
different enrollment groups and examined the affects of financing condition, we found no consistent 
pattern of results.   
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Arrest Data. Using the same methodology, we next searched arrest data from the Florida 
Department of Law Enforcement for these Medicaid beneficiaries.  Ten percent of Medicaid 
beneficiaries in this study experienced an arrest during the 3-year period, resulting in a total of about 
18,000 charges.2 Of these, about 28% were felony charges, 46% were misdemeanor charges, and 26% 
of the charges couldn’t be classified.  Comparing changes in arrest rates between financing 
conditions, we again found no consistent pattern of differences among the enrollment groups or 
financing plans.  We did note, however, that people in the HMO who had multiple episodes of 
enrollment (i.e., had been enrolled and disenrolled in Medicaid more than one time in the 3-year 
period) had an increase in arrests in the first year following the implementation of the demonstration, 
as noted in Figure 8.  Upon further examination, however, we observed that those levels dropped to 
slightly below pre-demonstration levels in the second year.  This initial increase in arrest rate post-
implementation in the HMO financing condition may be related to the initial drop in service 
penetration experienced by HMO enrollees, as discussed previously in this report.   
 
A final important observation regarding these arrest data is that arrest rates for people who are 
continuously enrolled in Medicaid in all three financing conditions (PMHP, HMO, and FFS) are less 
than 1%; whereas, arrest rates for people with multiple episodes of enrollment in Medicaid are more 
than double that rate, regardless of which financing plan they are in.  It is true, however, that one 
reason a person might be disenrolled from Medicaid is due to incarceration.  Consequently, there 
may be a correlation between their lack of consistent eligibility in Medicaid and their rate of arrest.  
Nonetheless, the differences in arrest rates between people who are continuously enrolled in 
Medicaid and people who have multiple enrollment periods suggests that continuous enrollment in 
Medicaid might be a factor in mitigating this adverse outcome. 
 
Figure 8 
Adjusted Monthly Average Arrest Rates: Adults with Multiple Enrollment Episodes  
(Case-Mix Adjusted) 
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2 Charges reflect totals for the 8,900 individuals who had an arrest and any Medicaid enrollment (n=89,000) during the 3-
year period and not the 42,000 represented in the following analysis. They therefore overstate total number, but the 
percentages of arrests and charges are representative for the analytic sample. 
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Mail Survey Outcome Analyses 
 
As was discussed in the Access section of this report, four waves of mail survey data were collected 
from individuals enrolled in the Medicaid HMO or PMHP in Area 1.  The first wave was collected 
prior to the implementation of the demonstration, while waves two, three, and four occurred 
following implementation.  Additionally, this year we conducted a series of analyses to investigate the 
differences between one-time respondents to the mail survey and individuals who responded to all 
four mailings.  See Appendix 2 for a more detailed presentation of the methods and findings.  An 
overview of the mail survey outcome results is presented in Table 10. 
 
Table 10 
Mail Survey Outcome Results 
 
Adults Outcomes 
PMHP Better physical functioning 
HMO Better mental health functioning 
No difference in psychiatric symptoms 
PMHP More satisfied with health plan, but differences 
between conditions diminishing over time 
PMHP Greater trust in providers 
Children Outcomes 
Symptoms worsening over time  
PMHP Caregivers more satisfied with plan and marginally 
more satisfied with mental health services than 
HMO caregivers 
 
Children’s Outcomes. In the mail survey, we asked caregivers to assess their children’s health status 
using a 5-point scale ranging from “excellent” to “poor” and their children’s mental health status by 
completing the Pediatric Symptom Checklist (PSC) (Jellinek, Murphy, & Burns, 1986). In general, no 
significant differences were found between plans or in the time-by-plan interactions that would 
indicate that the PMHP and the HMO were producing different outcomes on either of these two 
dimensions.  We did find that children, for whom we have multiple assessments, are becoming more 
symptomatic over time (p = .002). Overall, caregivers reported their children’s health status in the 
“very good” to “good” range. In contrast, on average, caregivers’ assessment of their children’s 
mental health status was below the cutoff score of 28 on the PSC, which indicates that children 
served in these managed care conditions are at high risk for behavioral health problems—a finding 
that we have consistently noted in each year of this evaluation. 
 
We also asked caregivers to report on their satisfaction with their health plan overall and with their 
children’s mental health services, as well as to rate their trust in their health care providers and their 
children’s general quality of life.  Interestingly, we found that their satisfaction with mental health 
services was declining over time. Caregivers whose children were enrolled in the PMHP were more 
satisfied with their mental health services than those in the HMO.  No differences in level of trust or 
in quality of life were associated with financing condition.  
 
Adult Outcomes. As we have noted in earlier analyses, adults enrolled in these Medicaid plans 
report levels of physical and mental health functioning that are substantially below that for the 
general population.  Also, the frequency with which they report mental health symptoms is roughly 
equivalent to what would be expected for a sample of adults with severe mental illnesses. These 
adults report significant problems with their health and mental health status. 
 
Individuals who are enrolled in PMHP report significantly better health functioning than individuals 
who are enrolled in the HMO, while people who are enrolled in the HMO report significantly better 
mental health functioning than PMHP enrollees.  PMHP enrollees are more satisfied with their 
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health plan overall than HMO enrollees, but their levels of satisfaction are significantly declining over 
time.  However, for people in the HMO, their levels of satisfaction are improving over time.  
Respondents reported no differences in satisfaction with mental health services between the 
financing conditions.  In contrast, respondents reported differences in their level of trust for their 
provider, with people in the PMHP reporting greater trust in their providers than individuals in the 
HMO.  We found no differences in quality of life being reported among enrollees of the differing 
plans.   
 
Special Child Service Quality and Outcome Study 
 
One of the most important findings from the FY 2003-2004 evaluation of the demonstration in Area 
1 (Shern et al., 2004) was the apparent decline in functioning for children served in the 
demonstration.  In order to more fully understand these differences, we conducted a special, 
intensive study of children with serious emotional disturbance who are served in the two financing 
conditions.  The full findings from this study are reported by Vargo et al. (2005) separately; however, 
results with regard to quality and outcomes of services are summarized here.   
 
In this study we interviewed individuals involved in the care of the 28 children included in the study.  
We asked them to help us identify indicators of quality services and to provide some summary 
judgments regarding the children’s and family’s well-being.  For PMHP enrollees, features of services 
that were identified as high quality included:   
 
 Helping to cope with daily stress 
 Communicating with caregiver with updates of child’s treatment progress 
 Offering caregivers diagnosis-specific information and updates on new services being 
offered 
 Willingness to draw on other funds through Lakeview if a service the child needs is not 
covered through Medicaid 
 Case managers remaining available to caregivers even if the case managers are no longer 
assigned to a child’s case 
 Maintaining adolescent client confidentiality, so that the child is better able to share private 
issues with the therapist 
 
The majority of children were taking at least one medication as part of their mental health treatment.  
One hundred percent of PMHP and 75% of HMO service users reported improvements in their 
child’s behavior that were attributable to medication (Table 11).  However, 44% of HMO and 71% 
of PMHP service users wished their child could receive more psychosocial interventions in addition 
to medication management.  Those caregivers who most disliked medications tended to feel 
threatened regarding their parenting ability (e.g., “the school needs him on meds, but I can handle 
him”) or were concerned about the stigma attached to medicating children (e.g., fear of creating a 
lifelong need or addiction).  A small number of caregivers reported negative side effects and 
complete dissatisfaction with medication. 
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Table 11 
Examples of Caregiver Satisfaction with Medication 
 
“He explained what ADHD was and tried him on medication to see if it would work and it worked.” (PMHP) 
“If I’m not happy with anything I can change doctors or add something.  I like that most of all.  If I feel the 
medication isn’t working, I can change it.” (HMO) 
“He’s not as angry as he was.  He’s angry, he’s violent.  Sometimes he gets violent, but it’s not as often as it 
was.  The medicine does help him calm down.” (PMHP) 
“It has been better. The school don’t [sic] call like every day about something that he is doing.” (HMO) 
“To see him without meds and to see him with meds is just like a Dr. Jekyll and Mr. Hyde. I mean, it’s just 
like a split personality. And I get a progress report every day from school, and you can tell… Oh, the 
teachers know when he’s not on his meds.” (PMHP) 
“And his grades… they’re better.  He takes pride in everything he does.  He’s more attentive.  He’s not that 
daredevil anymore.  He thinks before he does something.” (HMO) 
 
From reviewing case files, we found that both the PMHP and HMO maintained fairly individualized 
treatment plans.  Caregivers also reported that providers were adhering to their child’s treatment 
plan, that treatment plans were being updated regularly (88% HMO, 63% PMHP), and that they 
participated in these updates (78% HMO, 88% PMHP).  More PMHP caregivers than HMO 
caregivers reported being invited to treatment planning meetings, but the vast majority of caregivers 
from both plans felt that their feedback was respected and incorporated into treatment plan updates. 
 
As mentioned earlier, last year we reported a decline in functioning for children in Area 1 as 
measured by the Children’s Global Assessment Scale.   Qualitative data from the current study 
indicated that children in the case study were showing improvement in several functional areas.  
Caregiver reports of child functioning as a result of services were positive for both financing 
conditions.  On a scale ranging from poor to excellent, HMO and PMHP respondents reported very 
similar ratings in their children’s overall functioning (Figure 9).  Examples of functional improvement 
included decreased attention seeking, fewer school suspensions, and improvement in grades. 
 
Figure 9 
Caregiver Perceptions on Overall Child Functioning 
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In addition, caregivers reported that services had been helpful to their children (Figure 10) 
and that their child’s services had helped to reduce family stress levels and to increase their ability to 
make use of informal supports (e.g., if their child is behaving appropriately, it is easier for relatives to 
provide respite care). 
 
Figure 10 
Caregiver Perceptions on Helpfulness of Services 
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Summary of the Outcomes Analyses 
 
No clear differences in consumer outcomes by financing plan emerge from these analyses.  However, 
we did find that individuals who had multiple enrollment episodes in Medicaid during the 3-year 
period in our analyses had more than twice the rate of arrests than individuals who had been 
consistently enrolled in Medicaid over the same period.   
 
When differences in satisfaction are found among mail survey respondents, they generally favor the 
PMHP condition.  Adults in the PMHP have higher levels of trust in their providers and report 
better physical health functioning than the HMO enrollees.  HMO enrollees do, however, report 
better mental health functioning than the PMHP enrollees.  However, on many of the mail survey 
outcome measures (satisfaction with mental health services, quality of life, psychiatric symptoms, 
among others), no differences are found between the plans nor are differential patterns of change 
found over time.  
 
In the mail survey, caregivers of children enrolled in the PMHP reported greater satisfaction with 
their health plan than did respondents whose children were enrolled in the HMO.  No differences 
between plans were reported regarding health status, mental health status, provider trust, or quality of 
life.   
 
Finally, in the intensive case study of children with or at risk for serious emotional disturbance, we 
found no significant differences between the plans in reports about the quality of care or the 
outcomes that children are experiencing.  Contrary to results from last year’s evaluation, it appears 
that children are being served appropriately in both conditions and that the services are valued by 
their caregivers.   
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On balance, outcome differences may modestly favor the PMHP condition, but differences are 
spotty and no consistent pattern of differences emerges across these differing data sets and 
assessment approaches. 
  
Summary and Conclusions  
 
The results of this year’s evaluation indicate that both the HMO and PMHP demonstration programs 
have become stable with separate mental health service networks.  The HMO’s wholly owned 
behavioral health subsidiary, Harmony Behavioral Health, has added mobile treatment services, and 
both plans have incorporated consumer perspectives into the program management to a greater 
extent than was previously the case.   
 
Provider ratings of the financing plans indicated a systematic difference between Area 1 and the 
comparison areas, with services in Area 1 being judged more favorably than those provided in the 
comparison sites.   When we restricted the comparisons to the three financing conditions of interest 
(HMO, PMHP, and FFS), we noted two general areas (access and continuity of care) where the 
PMHP was judged to be superior to the FFS condition.  The PMHP did not significantly differ from 
the HMO condition.  Problems with access to services and continuity of care were reported by 
respondents in both areas as among their greatest concerns.    
 
In general, overall penetration rates between the managed care and fee-for-service comparison areas 
are quite similar to their pre-implementation levels, with the exception of a drop in HMO 
penetration following implementation and a rather dramatic increase in HMO penetration for all 
mental health services during FY 2003-2004.  We attribute this latter increase to more comprehensive 
data from the HMO primary care clinicians than we had previously.  As we consistently noted 
throughout our evaluations, adults enrolled in the HMO condition reported greater difficulty 
accessing medications than people in the PMHP or the MediPass condition in the comparison sites.  
Generally, no differences were observed between conditions in unmet need for services.  No access 
differences were noted in the special child mental health study.  We, therefore, conclude that access 
to services has not declined following implementation of the demonstration. 
 
As with access, costs of both carve-out services and all mental health services have generally returned 
to near pre-implementation levels, with the differences between the conditions approximating those 
prior to the demonstration.  Costs, therefore, appear to have stabilized. 
 
We found no strong consistent differences between the financing conditions with regard to 
outcomes.  No clear pattern emerged for involuntary evaluations or arrests.  Adult mail survey 
respondents in the PMHP report better physical health functioning than HMO enrollees, but HMO 
enrollees report better mental health functioning than their PMHP counterparts.  While respondents 
are more satisfied with the PMHP services, the differences between the conditions are diminishing as 
satisfaction in the HMO condition is increasing and satisfaction in the PMHP was found to be 
decreasing over time.  Trust of providers is greater in the PMHP than the HMO condition.   
 
For children, we found no differences in health or mental health status across financing conditions 
based on responses to the mail survey, although caregivers were more satisfied with the PMHP than 
the HMO condition.  No differences in quality of life or provider trust levels were reported by these 
children’s caregivers. We found no outcome differences for the children with or at risk for serious 
emotional disturbance in the intensive case study.   
 
On balance, therefore, we find modest evidence favoring the PMHP in terms of access levels and 
some outcomes.  However, these differences are not consistent across all of the cost, access, quality, 
or outcome domains.  Costs to AHCA for all mental health services may be a bit less for managed 
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care enrollees, and these modest outcome differences may be tolerable given the differences in cost.  
The programs appear to have stabilized and are functioning well relative to one another.  However, it 
is important to recall the concerns of providers in both the demonstration and comparison areas 
regarding the overall capacity of the Medicaid-funded system.  As we have consistently noted in these 
evaluations, it could be that the overall level of resources in these areas is below that which would be 
required to evidence differences among all of the plans.   
 
Recommendations 
   
Our conclusions from this year’s evaluation of Area 1 indicate that the demonstration appears to be 
functioning relatively well and that there are few specific recommendations for interventions.  
AHCA’s oversight and monitoring activities should continue to ensure successful implementation of 
the demonstration.  Given the specific results for Area 1, monitoring activities should be particularly 
sensitive to access barriers and the availability of specialty treatment—particularly child psychiatrists.  
The availability of psychosocial services as an adjunct and/or substitute to medications for children 
was also identified as a concern.  AHCA and the plans should continue to encourage the 
implementation of evidence-based protocols that would include both psychosocial and 
pharmaceutical intervention in integrated care strategies for children.   
 
For adults, access to medications continues to be an area of concern for people enrolled in the 
HMO.  The addition of a more restrictive formulary by AHCA next year may decrease the difference 
between the plans on this access measure by increasing access concerns for individuals in the PMHP.  
As we will discuss in the general recommendations, AHCA should carefully monitor untoward 
consequences following implementation of the more restrictive mental health formulary in FY 2005-
2006.   
 
Many of the other recommendations for Area 1 are generic and apply to the implementation of 
mental health managed care throughout the state.  These will be discussed at the end of the report.   
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Area 6: Year Eight Evaluation of Florida’s Medicaid  
Managed Mental Health Plans 
 
This year, the evaluation of the Medicaid managed mental health plans in Area 6 focuses only on the 
implementation component of the evaluation,  since results for the last several years have identified 
relatively consistent concerns, and since the Centers for Medicare & Medicaid Services do not require 
AHCA to have an independent evaluation done of the Area 6 demonstration. The goals of the 
implementation analysis are to detail the financial, structural, and clinical aspects of the managed care 
conditions and to describe the successes and challenges in implementing the Medicaid managed 
mental health demonstrations. 
 
Background  
 
Implementation of the Medicaid Prepaid Mental Health Plan began in March 1996, and HMO 
coverage of comprehensive community mental health services began in August 1996.  Area 6 
includes Hillsborough, Manatee, Polk, Highlands, and Hardee counties in central Florida.  This 
implementation analysis describes the structures and activities during the ninth year post-
implementation (FY 2004-2005). 
 
The total population of Area 6 is 1,950,381.  Hillsborough County has the largest population at 
approximately 1 million people, followed by Polk County with 498,721, Manatee County with 
280,511, Highlands County with 89,952, and Hardee County with 27,333 (U.S. Census Bureau, 2000). 
 
Behavioral Health Market 
 
Five comprehensive community mental health centers (CMHCs) serve AHCA Area 6: Northside 
Mental Health Center, Mental Health Care, Manatee Glens, Peace River Center, and Winter Haven 
Hospital Behavioral Health Division.  They primarily serve different catchment areas throughout 
Area 6.  Northside Mental Health Center serves the northern Hillsborough County area; Mental 
Health Care serves southern Hillsborough County; Manatee Glens serves Manatee County; Peace 
River Center serves western Polk County and Hardee County; and Winter Haven Hospital 
Behavioral Health Division serves eastern Polk County and Highlands County. 
 
The PMHP in Area 6, Florida Health Partners (FHP), is a for-profit corporation jointly owned by 
Florida Behavioral Health, Inc., a not-for-profit organization, and ValueOptions, a for-profit 
managed care company.  In response to FHP’s expansion into Areas 5 and 7, Florida Behavioral 
Health changed its organizational structure.  It now consists of three member organizations—
Pioneer, Central Florida Cares, and P3G.  The five community mental health centers that own 
Pioneer provide the vast majority of the services to FHP enrollees in Area 6, although FHP does use 
associate providers as needed.  The five HMOs in Area 6 (i.e., Amerigroup, United Health, 
HealthEase, Staywell, and Citrus Health) also contract with one or more of these same centers for 
their behavioral health services, based on the counties in which the HMOs have enrollees. The 
centers provide the majority of mental health services to the HMO enrollees. 
 
Other Initiatives in Area 6 
 
In addition to the Medicaid managed mental health care initiative in Area 6, the Department of 
Children and Families has privatized its child welfare program through its Community-Based Care 
Initiative.  Two Statewide Inpatient Psychiatric Programs (SIPPs) have also been implemented in 
Hillsborough and Manatee counties for children and youth with emotional disturbances, and five 
Florida Assertive Community Treatment (FACT) programs for adults with serious mental illnesses 
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are in operation in Area 6.  All of these initiatives involve and have impact on most providers within 
Area 6. 
 
Methods 
 
This year, implementation data in Area 6 were collected using three separate methodologies.  The 
first involved review of AHCA’s enrollment reports on its website. The second method involved 
surveys of the executive leadership of the managed care entities that comprise the demonstration, 
Florida Health Partners for the PMHP and the five Medicaid HMOs.  This survey requested updated 
information relating to organizational changes, changes in network providers, utilization management 
processes, clinical guidelines, service arrays, consumer involvement, and any provider incentives 
offered to enhance the use of evidence-based practices.     
 
The third method included a structured, web-based survey of provider staff in which they provided 
opinions about the functioning of the differing financing conditions with regard to several key 
dimensions (e.g. access, quality, etc.). In previous years, information regarding the implementation of 
the managed care demonstration in Area 6 was collected exclusively through interviews or surveys 
conducted with the executive directors of the five CMHCs and the HMOs.  This year we attempted 
to expand the respondent base. The web-based survey for provider staff was developed to assess 
their views of certain features of the Medicaid behavioral health system operating in their respective 
communities.  In addition, for the first time, a sample of provider agencies in Area 4 (a comparison 
site comprising the northeast coast of Florida), as well as the two areas identified as future expansion 
sites—Area 5 (Pinellas and Pasco counties) and Area 7 (the Orlando area)—were also asked to 
participate. 
 
In each Area, four or five agencies with comprehensive arrays of services (e.g., CMHCs) were initially 
selected to be included in the survey sample.  Agencies that provide primarily substance abuse 
services were excluded since substance abuse services are not included in the capitated benefit plans 
of either the PMHPs or HMOs.  Each community mental health center was asked to distribute 
information about the survey and the web link to its staff and to let us know how many people were 
asked to complete the survey. Thirty-one completed surveys were received from Area 6, which was a 
58% response rate across four CMHCs. Fifty-four completed surveys were returned from the 10 
agencies in Areas 4, 5, and 7 that participated in the survey, representing a 63% response rate. We did 
collect demographic data from the survey respondents, but it is not possible for us to calculate the 
degree to which survey respondents are representative relative to all provider staff who were eligible 
to respond since we have no full description of the sample that was invited to participate in the 
survey.   
 
Respondents were asked to rate, on a 4-point scale from poor to very good, their perception of 
important aspects of the Medicaid behavioral health system, such as access to services and 
medications, the quality of care, and service outcomes. These identified domains were derived from 
the literature regarding important dimensions of service networks.  
 
Findings 
 
Enrollment Characteristics 
 
According to AHCA’s April 2005 enrollment reports (Agency for Health Care Administration, 2005), 
there are 267,241 Medicaid beneficiaries in Area 6 (including children enrolled in MediKids), which is 
slightly more than that which was reported in June 2004 (255,582). There are 72,732 people enrolled 
in MediPass (an 8% increase or 5,933 more enrollees); however, not everyone enrolled in MediPass is 
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eligible to participate in the Prepaid Mental Health Plan.  For example, those individuals who are 
enrolled in both Medicaid and Medicare, enrolled in the Medically Needy programs, or receiving 
hospice services are excluded.   
 
In addition, there are certain Medicaid beneficiaries who are receiving services in other special 
programs who are not eligible for either the HMO or the PMHP condition while they receive those 
other services (i.e., children and adolescents being served in the SIPP, people who receive FACT 
services, or children receiving behavioral health overlay services in residential programs).  For 
individuals who reside in Hillsborough, Manatee, Polk, or Highlands counties in Area 6 (counties that 
have at least one Medicaid HMO) and who fail to choose a managed care plan (either MediPass or a 
Medicaid HMO), it is still Medicaid’s policy to assign 50% of all eligible Medicaid beneficiaries to the 
HMO and 50% to MediPass/PMHP. 
 
There are approximately 131,672 people enrolled in Medicaid HMOs (a 3% increase from last year; 
4,335 more enrollees). Table 12 lists HMO enrollment throughout Area 6 according to AHCA’s 
published April 2005 enrollment report. 
 
Table 12 
Area 6 Medicaid HMO Enrollment 
 
County Amerigroup Citrus HealthEase Staywell United Total 
Hillsborough 29,130 2,916 14,278 21,866 2,800 70,990 
Manatee 2,777 0 4,454 7,850 0 15,081 
Polk 14,875 1,910 7,516 18,088 0 42,389 
Highlands 0 0 2,239 0 973 3,212 
Hardee 0 0 0 0 0 0 
Total 46,782 4,826 28,487 47,804 3,773 131,672 
 
The Area 6 HMO market is dominated by three of the five HMOs—Amerigroup, HealthEase, and 
Staywell—which account for a combined 93% of the enrollees. Citrus has 4% and United has 3% of 
the HMO enrollees in Area 6.  Hardee County is the most rural county in the district and currently 
there is no HMO operating there. 
 
Organizational Relationships 
 
AHCA continues to contract with FHP as the managed care organization for the PMHP financing 
condition.  Of the five HMOs operating in Area 6, HealthEase and Staywell are co-owned and have a 
subsidiary corporation that manages their behavioral health services; during 2004 that subsidiary’s 
name was changed from WellCare Behavioral Health to Harmony Behavioral Health.  Harmony 
manages the mental health services for both HealthEase and Staywell enrollees or 58% of the HMO 
enrollees in Area 6. Amerigroup continues to manage its mental health services internally, and United 
continues to subcontract with its sister company, United Behavioral Health, to manage mental health 
services. Citrus Health Plan entered the Area 6 market in May 2004 and subcontracts with 
Comprehensive Behavioral Care or CompCare.  Figure 11 presents the current organizational 
relationships among the various managed care entities providing Medicaid mental health services in 
Area 6 as of April 2005. 
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Figure 11 
Area 6 Medicaid Funding Streams as of June 2005 
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Financial Arrangements 
 
Figure 11 also illustrates the current financial arrangements for both the PMHP and HMOs in Area 
6.  FHP has risk-adjusted capitation contracts with the CMHCs for outpatient and inpatient mental 
health services for the individuals enrolled in AHCA’s MediPass program. Three percent of their 
capitation payments are still withheld for a risk pool that is managed by the provider network, Florida 
Behavioral Health. If enrollees need specialty services provided by affiliated practitioners not at the 
CMHCs, those fee-for-service costs are paid by the CMHCs from their capitation payment.  
 
Two of the HMOs (HealthEase and Staywell), through a common subsidiary (Harmony), are 
contracting with providers on a capitated basis; within that arrangement, two of the CMHCs are 
capitated for outpatient and inpatient services and three for outpatient services only. One HMO 
(United) contracts with its subsidiary behavioral health organization, which in turn contracts with 
providers on a fee-for-service basis. One HMO (Citrus) contracts with a behavioral health 
organization on a capitated basis (i.e., per-member-per-month amount) for administrative services 
and pays for all claims on a fee-for-service basis through the behavioral health organization; the 
behavioral health organization is not at risk for services. One HMO (Amerigroup) is paying its 
providers through a fee-for-service arrangement. 
 
Utilization Management 
 
There are a variety of utilization management practices being used by Medicaid managed mental 
health care plans in Area 6.  Previously, if the financial arrangement between the managed care 
organization and the CMHC was fee-for-service, prior authorization was required for all services, and 
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if the arrangement was capitation, then no prior authorization was required.  This is no longer always 
true. It is still the case that when the CMHCs are capitated either by the PMHP or an HMO, prior 
authorization is not required.  However, one of the HMOs pays all of its providers on a fee-for-
service basis and no prior authorizations are required for outpatient mental health services.  
Providers are reviewed monthly for performance relative to volume, frequency, service type, and 
diagnosis. 
 
Guideline Use and Quality of Care 
 
The PMHP and the HMOs/BHOs ask their providers to use level of care criteria for admission and 
continuing stay placement decisions. Some organizations have developed their protocols and some 
are using McKesson InterQual Level of Care Guidelines. They also use diagnosis-based treatment 
guidelines developed by the American Psychiatric Association (APA), the American Academy of 
Child and Adolescent Psychiatry, and InterQual. The level of care criteria and practice guidelines are 
updated every 1 or 2 years.  
 
Incentives 
 
The PMHP provides financial incentives for performance improvement, by withholding 5% of each 
provider’s capitation payment until they complete the required performance improvement projects. 
One of their recent projects was a year-long study of children on atypical antipsychotic medications. 
As a result of that study, all five mental health centers have agreed to document integrated physical 
and mental health data on every child on these medications. This practice pattern change represents a 
significant improvement in care and is consistent with the findings and recommendations of the 
APA and the findings of an expert panel representing four national healthcare organizations.  The 
HMOs did not report using any financial incentives to encourage the implementation of evidence-
based care or other quality improvement methods. 
 
Consumer and Family Participation 
 
Most of the plans are consistent in their use of member/consumer advisory committees and all 
conduct satisfaction surveys.  The PMHP also has consumers and family members on its Clinical 
Advisory Committee and consumers contribute to the newsletter, review results of quality 
improvement activities, and help create new educational materials for members, such as the “On the 
Road to Recovery” series. One of the HMOs has a consumer advocate regularly participate at the 
corporate level in governing meetings where quality improvement and program development issues 
are addressed. 
 
New Services 
 
The plans report that they have not formally added to the array of benefits.  However, some changes 
are occurring. One plan reported that the providers are moving toward psychosocial rehabilitation 
and away from day treatment and that there is slow movement toward the identification of 
individuals with mental illnesses and co-occurring substance use disorders, with better referral to 
appropriate providers.  One CMHC is reported to have added an outpatient walk-in center for 
individuals with a mental illness who need immediate care and medication management.  Another 
center is reported to now be offering community-based recovery services and implementing an infant 
mental health program for 0-5 year olds.  Some observers expected to see new and innovative 
services implemented as a result of the flexibility afforded the plans with prospective payments, but 
we have not seen that take place. 
 
Provider Staff Web-Based Survey Results 
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As noted previously, this year we surveyed a broader sample of respondents than in previous year’s 
evaluations from providers in Area 6, as well as one of the comparison sites (Area 4) and the sites 
identified for expansion of the PMHP (Areas 5 and 7). We asked providers to rate important features 
of the Medicaid behavioral health service delivery system currently operating in their respective 
communities.  The following represents the findings from the web-based survey that was distributed 
to staff at Area 6 providers and the provider agencies in the non-demonstration sites.  The responses 
from the Area 6 providers are compared to the pooled responses from the non-demonstration sites 
(Areas 4, 5, and 7). 
 
Respondent Characteristics. We received a total of 31 responses from Area 6 and 54 responses 
from the comparison areas. Table 13 displays the respondent characteristics.  In both areas, the 
majority of respondents were clinicians, administrators, and supervisors, as opposed to case 
managers and “other” positions. More than 50% of respondents in both areas have worked in the 
field and at their agencies for more than 6 years.  Respondents in both areas worked primarily in 
outpatient settings and clinicians who work with adults and children were equally represented.  Most 
respondents in both areas were masters’ level staff and were licensed to provide services.  The 
respondents in the areas were strikingly similar, only differing on one variable related to length of 
time at the agency.  On average, respondents from AHCA Area 6 have longer tenure with their 
agencies than individuals from the comparison groups. 
        
Table 13 
Characteristics of Respondents in Area 6 and the Comparison Areas3
 
Characteristics Area 6 (n=31) 
(# of responses/%) 
Comparison Area (n=54) 
(# of responses/%)) 
Role (NS)* 
Clinician 13 (42%) 17 (31%) 
Case manager 1 (3%) 1 (2%) 
Administrator 8 (26%) 18 (33%) 
Supervisor 12 (39%) 27 (50%) 
Other 1 (3%) 4 (7%) 
Years worked in the field (NS)* 
0-1 year 0 1 (2%) 
2-5 years 10 (32%) 12 (22%) 
6-10 years 4 (13%) 16 (30%) 
11+ years 15 (48%) 24 (44%) 
Years worked with current agency (p<0.05) 
0-1 year 0 7 (13%) 
2-5 years 11 (35%) 15 (28%) 
6-10 years 3 (10%) 13 (24%) 
11+ years 15 (48%) 17 (31%) 
Years worked in current position (NS)* 
0-1 year 0 8 (15%) 
2-5 years 18 (58%) 25 (46%) 
6-10 years 7 (23%) 12 (22%) 
11+ years 4 (13%) 7 (13%) 
Work primarily in: (NS)* 
Children’s MH 12 (39%) 18 (33%) 
Adult MH 11 (35%) 36 (67%) 
Elderly MH 2 (6%) 8 (15%) 
Residential 1 (3%) 9 (17%) 
Emergency 3 (10%) 6 (11%) 
                                      
3 Since respondents could select multiple responses in several areas, the number of responses exceeds the number of 
respondents.  
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Inpatient 1 (3%) 6 (11%) 
Substance Abuse 0 9 (17%) 
Outpatient 12 (39%) 19 (35%) 
School-based 0 5 (9%) 
Pharmacy 0 2 (4%) 
Other 4 (13%) 6 (11%) 
Education level (NS)* 
HS Diploma 0 0 
AA 1 (3%) 0 
BA/BS 6 (19%) 10 (19%) 
MA/MS 20 (65%) 38 (70%) 
PhD 2 (6%) 4 (7%) 
MD 0 1 (2%) 
Licensed (NS)* 
Yes 17 (55%) 24 (44%) 
No 12 (39%) 28 (52%) 
*Not significant 
 
Ratings of the Medicaid Mental Health System. The online survey consisted of 27 questions that 
were designed to assess the views of provider staff regarding the Medicaid mental health system in 
key domains, including access to services, outcomes, consumer choice, quality, grievance procedures, 
continuity of care, provider satisfaction, and flexibility. Respondents were asked to rate these 
domains on a 4-point scale ranging from poor (1) to very good (4) for each financing plan in their 
respective Medicaid areas, i.e., Medicaid fee-for-service, Medicaid HMOs, and Medicaid Prepaid 
Mental Health Plans (in Areas 1 and 6 only).  We combined some items to make four composite 
variables: access, consumer choice, quality, and outcomes; each of these summary measures reliably 
assessed the domain of interest with reliability coefficients all above 0.80.  We will use item-level 
responses for the other areas measured on the survey. 
 
We completed two types of comparisons.  The first involved contrasts to determine if differences 
existed between Area 6 and the comparison areas, which were not related to the financing conditions.  
Table 14 displays these results.  There are four statistically significant differences between the areas.  
Area 6 was rated more favorably on access, quality, flexibility of services, and access to grievance 
procedures at the provider level. 
 
Table 14 
Provider Survey Results Comparing Area 6 with the Comparison Areas  
(All Financing Conditions) 
 
Indicator Area 6  
Means 
(PMHP, 
HMO, FFS) 
Comparison 
Area (4, 5, & 7) 
Means 
(FFS, HMO) 
Results 
Access (10 items) 2.80 2.57 .0301
Consumer choice (2 items) 2.58 2.55 NS2
Quality (2 items) 3.42 3.07 .0021
Outcomes (7 items) 2.95 2.82 NS 
Provider satisfaction (1 item) 2.87 2.62 NS 
Flexibility in providing services (1 item) 2.84 2.46 .0181
Continuity of services, e.g., inpt to outpt (1 item) 2.88 2.65 NS 
Continuity of services across agencies, e.g., MH/SA, 
CW, DJJ (1 item) 
2.84 2.60 NS 
Access to grievance procedures at the provider level (1 
item) 
3.54 3.14 .0021
1Area 6 better/higher than the comparison area 
2 Not statistically significant 
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Following the area comparisons, we contrasted the opinions of staff with regard to the three 
financing conditions of interest in the evaluation.  Specifically, we contrasted their ratings on each of 
the domains for the PMHP and HMO in Area 6 and the FFS condition in the pooled comparison 
area (4, 5, and 7).  Table 15 summarizes these results.  In it, we present the mean score for each 
financing condition on each of the key domains represented in the survey. The two Medicaid 
managed care plans in Area 6 are compared to the current, relatively unmanaged, fee-for-service 
financing arrangements in the comparison sites, except for the last item in the table (access to 
grievance procedures at the managed care plan level), which only applies to two of the financing 
conditions. 
 
Table 15 
Area 6 Provider Survey Results Comparing Area 6 HMOs and PMHP with  
Fee-for-Service in Comparison Areas 
 
Key Domains 
 
Area 6 
Means 
Combined 
Comparison 
Areas (4, 5, 7) 
Means 
Results 
(Tested 3 comparisons: 
FFS v HMO,  
FFS v PMHP, 
PMHP v HMO) 
Access (10 items) HMO: 2.48      
PMHP: 3.12    
FFS: 2.81 .001;  
PMHP better than FFS 
PMHP better than HMO 
FFS better than HMO  
Consumer choice (2 items) HMO: 2.29       
PMHP: 2.73    
FFS: 2.73 
 
NS* 
Quality (2 items)  HMO: 3.24      
PMHP: 3.58   
FFS: 3.21 
 
NS* 
Outcomes (7 items) HMO: 2.69    
PMHP: 3.20   
FFS: 2.97 
 
.010;  
PMHP better than HMO 
FFS better than HMO 
Provider satisfaction (1 item) HMO: 2.38    
PMHP: 3.29  
FFS: 2.88 
 
.001;  
PMHP better than FFS 
PMHP better than HMO 
FFS better than HMO 
Flexibility in providing 
services (1 item) 
HMO: 2.39     
PMHP: 3.29  
FFS: 2.72 
 
.003;  
PMHP better than FFS 
PMHP better than HMO 
Continuity of services, e.g., 
inpt to outpt (1 item) 
HMO: 2.52    
PMHP:  3.29 
FFS: 2.84 
 
.008;  
PMHP better than FFS 
PMHP better than HMO 
Continuity of services across 
agencies, e.g., MH/SA, CW, 
DJJ 
HMO: 2.52 
PMHP: 3.29 
FFS: 2.83 NS* 
Access to grievance 
procedures at the provider 
level 
HMO: 3.32 
PMHP: 3.74 
 
FFS: 3.23 .020:  
PMHP better than FFS 
PMHP better than HMO 
Access to grievance 
procedures at the managed 
care plan level** 
HMO: 2.82 
PMHP: 3.70 
NA .000; 
PMHP better than HMO 
*Not statistically significant 
**T-test conducted to test significance between these two plans; one-way ANOVA used to test significance on all other 
items across the three financing conditions. 
 
Only three comparisons—consumer choice, quality of care, and continuity of care across agencies—
were not significantly different across financing conditions.  The other seven contrasts were 
significant and, in each instance, the PMHP was rated more favorably than both the FFS and HMO 
conditions.  Respondents rated the PMHP higher than the HMO and the FFS conditions in access to 
care, provider satisfaction, flexibility in providing services, continuity of care across services, and 
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consumer access to grievance procedures at the provider level.  In three of the comparisons, the FFS 
condition was judged more favorably than the HMO (access, outcomes, and provider satisfaction). 
Providers in Area 6 clearly prefer the PMHP to the HMO condition on all but quality, choice, and 
continuity of care across agencies.   
 
Respondent Comments. If respondents rated any item as poor or fair, they were asked to provide a 
narrative comment regarding their rating. Area 6 participants provided 135 text responses, and 
participants in the three comparison areas (Areas 4, 5, and 7) provided 305 text responses across all 
questions. The text responses include comments made by respondents about the HMOs in the 
comparison areas and the FFS system in the managed care areas, even though those are not the 
conditions of interest in this evaluation. Seventeen themes were identified from these responses. The 
text was coded and summarized using ATLAS.ti software developed to analyze qualitative data.  
Table 16 lists the 10 most frequently noted themes for each area. The theme that was mentioned 
most often by participants is listed first; the other codes and their frequency follow in descending 
order. Percentages represent the percentage of all text responses within each area.   
   
Table 16 
Survey Respondents’ Comments on Items Rated “Fair” or “Poor” 
 
Problem Area Area 6 
Results 
 Problem Area Comparison Area 
Results 
Access: pharmacy problems 21 (16%)  Access to care issues 49 (16%) 
Access: lack of innovative and 
consumer-operated services 14 (10%) 
 
Access: pharmacy problems 33 (11%) 
Access to care issues 12 (9%)  Access: lack of providers 27 (9%) 
Choice issues 11 (8%)  Medicaid procedures 25 (8%) 
Access: HMO issues 10 (7%)  Quality of care 21 (7%) 
Access: lack of providers 9 (7%)  Access: HMO issues 18 (6%) 
Medicaid beneficiaries 8 (6%) 
 Access: lack of innovative and 
consumer-operated services 17 (6%) 
Funding issues 6 (4%)  Services integration 17 (6%) 
Medicaid procedures 6 (4%)  Continuity of care 16 (5%) 
Outcomes of care 6 (4%)  Flexibility 15 (5%) 
 
The top three categories for both Area 6 and the comparison areas address access issues (e.g., to care, 
to pharmacy, and to innovative services).  The issue of access to psychotropic medications was the 
most often cited concern in Area 6 and the second most often cited problem in the comparison 
areas.  Area 6 and comparison area respondents made similar comments about this problem. They 
frequently reported that HMOs have “restrictive formularies” and there are increasing numbers of 
medications that must have prior authorizations that take up too much staff time. One respondent 
reported the Medicaid HMOs “do not coordinate/communicate effectively with pharmacies or 
providers.” Problems accessing Risperdal Consta (long-acting injection) and Strattera (used to treat 
ADHD) were mentioned multiple times, as well as Zyprexa and Zoloft.  For example, one 
respondent stated, “[The managed care organization] wants everyone on generic Prozac or Paxil, 
regardless if they have been on meds that have worked for years and kept them able to be maintained 
in a community setting….They are only approving Prozac or Paxil for children, and Paxil has been 
widely in the news for 2 years now that it is NOT indicated for children.”   
 
Providers in Area 6 also identified lack of access to innovative and consumer-operated services and 
lack of access to care, in general, as important shortcomings.  Particular HMO processes (e.g., 
specific paperwork per HMO, denials of services) and lack of choice were also rated as concerns by 
Area 6 respondents.  The comparison areas also identified access to care problems, specifically 
regarding lack of providers, quality of care issues, and problems with Medicaid procedures (e.g., 
managing the Medically Needy program, First Health, poor reimbursement rates).  
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The responses regarding general access to care reveal different types of issues in Area 6 versus the 
pooled comparison areas.  Participants in the comparison area reported concerns about high 
caseloads, waiting lists, and very limited access to child psychiatrists more often than the Area 6 
respondents. Area 6 respondents noted the difficulties associated with people moving into another 
“catchment area.” They pointed out that when children are taken into foster care and their address 
changes, their capitated provider has to change.  They also noted a lack of inpatient services for 
children and a lack of services for children who are not in the child welfare or Department of 
Juvenile Justice populations. 
 
Summary 
 
In summary, the organizational and financial structure of FHP remained stable during FY 2003-2004.  
There was only one change in the Area 6 HMO market; Citrus Health Plan entered Area 6 in May 
2004.  Three of the five HMOs still cover 93% of the HMO enrollees in Area 6.  Most of the HMOs 
are subcontracting with BHOs and most are contracting with providers on a fee-for-service basis, 
while two HMOs are contracting with providers through a capitated arrangement.   
 
For the most part, plans have standardized utilization management, treatment and level of care 
guidelines, and incentives used to improve care.  Some plans have also increased consumer and 
family participation and have broadened the array of services. For example, one HMO reported that 
a consumer advocate participates in its corporate-level planning meetings, and the PMHP has 
indicated that it has a variety of ways in which it includes consumers in the operation of its plan.  The 
PMHP also uses financial incentives to help providers implement evidence-based care and best 
practices.  
 
The analyses of the provider survey data revealed some area and financing condition effects that were 
statistically significant.  When collapsing across all financing conditions (PMHP, HMO, and FFS) in 
Area 6 and comparing those ratings to FFS and HMOs in the pooled comparison areas, access, 
quality, flexibility of the system, and access to grievance procedures at the provider level were rated 
higher overall in Area 6.  When comparing the Area 6 PMHP, Area 6 HMOs, and FFS in the 
comparison areas, on seven of 10 indicators the PMHP was rated highest (best). There were no 
significant differences found in respondents’ ratings of consumer choice, quality of care, and 
continuity of care across the different financing conditions. The analysis of the qualitative data 
provided on the surveys revealed that respondents were very concerned about access to care issues. 
 41
Collecting Service Utilization Data Directly from Beneficiaries 
 
As we have documented in several of our earlier evaluations (e.g., Shern et al., 2004), we have 
experienced consistent difficulties in obtaining comprehensive service utilization data from the 
HMOs.  (Although the PMHPs are also capitated systems of prospective payments, we have 
experienced less difficulty in obtaining encounter information from those plans.)   These difficulties 
are not unique to Florida, but are characteristic of prospective payment mechanisms throughout the 
managed care industry.  Since service encounters are not reimbursed on a fee-for-service basis, no 
billing records are required to claim payment.  The completeness of service data, therefore, is 
compromised.  We have speculated that the large differences between the PMHP and HMO 
conditions in service volume may be directly related to the differential comprehensiveness of their 
data.  To the degree that these differences are inherent in the prospective payment system, 
particularly in plans with a large number of network providers that are sub-capitated, our ability to 
estimate differential service utilization rates and resource utilization may be fundamentally 
compromised.  
 
An alternative method for estimating service utilization, which is not subject to the same biases that 
may characterize shadow claims systems, involves collecting data directly from individuals regarding 
their service use.  We have successfully employed these techniques in our social cost study of people 
with severe mental illnesses who were served under managed care and fee-for-service (Shern et al., 
2004).  However, these data were collected as part of a relatively well-financed, special study and 
were time consuming and resource intensive to collect.  Methods like those used in our social cost 
study would not be feasible for routine data collection.   
 
In order to determine if we could design a sampling scheme and data collection methodology for 
routine evaluation practice, we began a special feasibility study this year.  The study had two related 
components.  The first sub-study involved analyses of existing Medicaid fee-for-service claims from 
MediPass enrollees outside of the demonstration areas.  In these analyses, we examined their pattern 
of service utilization to determine if and how we might design a survey research methodology to 
capture service utilization data.  In the second component of the feasibility study, we developed data 
collection instruments to collect information from a convenience sample of individuals who use 
publicly financed services to determine how we might best gather service utilization data from them.  
Each of these two components of the feasibility study is summarized below. 
 
Analysis of Existing Medicaid Fee-for-Service Claims Data 
 
The first component of the project examines the technical issues associated with conducting a direct 
survey of Medicaid beneficiaries regarding their utilization of services.  As we noted earlier, such a 
survey could be used to estimate service utilization and costs in prospective payment systems where 
shadow claims do not exist or are incomplete, or to estimate services received outside of the 
Medicaid system. In this component of the feasibility study, we will examine the sampling issues 
associated with whom to survey and how many individuals to survey. 
 
Issues in Sampling 
 
There are several different methods for selecting a survey sample.  The most well-known is a simple 
random sample.  For this method, all Medicaid beneficiaries are equally likely to be chosen for 
inclusion in a survey.  A variation of this method, stratified random sampling, initially divides 
Medicaid beneficiaries into more homogeneous subgroups of individuals, and then selects a random 
sample within each of these subgroups.  In a stratified random sample, we can over-sample (and 
under-sample) various groups depending on their characteristics.  Stratification can improve the 
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efficiency of the survey and can be used to be certain that groups of particular interest are adequately 
represented in a sample, which may not be the case without stratification. 
 
In determining the feasibility of a sampling approach for measuring service utilization and costs, we 
examined two broad characteristics of the beneficiary population—the distribution of service costs 
across the Medicaid population, as determined through the computation of the Lorenz curve and 
associated Gini index (explained in detail below), and the correlation of an individual’s service 
utilization costs across time.  These characteristics were examined for mental health and general 
health services separately, using service utilization data from the statewide MediPass claims files for 
2002-2003.  Only data from outside the demonstration areas were employed.  We assumed that this 
sample represented the most complete service utilization data available for the Medicaid population 
since provider payment is contingent on submission of encounter billing documents.  We, therefore, 
assumed that these data would adequately represent service utilization reimbursed by Medicaid.  
Before examining the results of our analyses, a description of the Lorenz curve and Gini coefficient 
is in order.  
 
The Lorenz curve is a technique developed nearly 100 years ago to examine the distribution of wealth 
within a nation.  The technique answers the question, “What percentage of the wealth does the 
richest x% of the population control?”  If a nation had an equitable distribution of wealth, then the 
richest 1% would control 1% of the wealth, the richest 5% would control 5%, and so on.  If, on the 
other hand, a nation had an inequitable distribution of wealth, then the richest 1% would control 
greater than 1% of the wealth within a nation.  The Gini index is a summary statistic associated with 
the Lorenz curve.  In the case where a nation has an equitable distribution of wealth, the Gini index 
is 0.  In the case where a very few individuals control nearly all of the wealth, the Gini index 
approaches 1.  When we apply these statistics to cost data for Medicaid beneficiaries, the Lorenz 
curve (and Gini index) will give us a sense of the distribution of service costs across the population.  
If a relatively few individuals consume a disproportionate share of the Medicaid dollars, the Gini 
index will approach 1.  If Medicaid dollars are nearly uniformly distributed across the Medicaid 
beneficiaries, the Gini index will approach 0. 
 
The correlation of an individual’s costs across time provides an estimate of the stability of Medicaid 
expenditures on a month-to-month basis.  If beneficiaries have rather predictable and repeatable 
costs, the correlations would be near 1.  If costs are sporadic and haphazard, the monthly 
correlations would be near 0.  Finally, if high cost one month implies no or low cost the following 
month, then the correlations would be negative.  We investigated the correlations between months in 
FY 2002-2003. 
 
The results associated with these two characteristics of the Medicaid beneficiaries’ expenditures will 
indicate which sampling method (simple random sample or stratified random sample) should be 
used.  The results could also indicate the general feasibility of surveying Medicaid beneficiaries.  The 
following examples illustrate the range of potential results.  If the Gini index is near 1 and the 
monthly correlations are near 1, this would imply that a few beneficiaries consumed most of the 
Medicaid cost and these individuals continue to consume most of the Medicaid dollars month after 
month.  If this were the case, a stratified random sample, preferentially over-sampling these heavy 
service users and under-sampling most beneficiaries, would be optimal.  If, however, the Gini index 
is near 1 and the monthly correlations are near 0, or negative, this would suggest that sampling 
beneficiaries may not be feasible.  In this case, a few individuals consume most of the Medicaid 
dollars, but these individuals change on a monthly basis.  Thus, we would need a very large sample to 
ensure the sample would contain many of the heavy users of Medicaid services.  Finally, if the Gini 
index is small, and the correlations are near 0, then a simple random sample is the reasonable course 
for sampling. 
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Empirical results of FY 2002-2003 beneficiaries indicate that a simple random sample would be best 
for sampling Medicaid beneficiaries.  The Gini index for mental health and medical expenses revealed 
only a modest coefficient, generally less than .3.  This implies that though Medicaid costs are not 
equitably distributed (which would imply that every beneficiary would have exactly the same 
expenditures), there is no evidence that a small group of individuals consume most of the Medicaid 
dollars.  The correlations between months of Medicaid expenditures are presented in Table 17 below.   
 
In general, the correlations of cost (mental health and physical health) are greatest between months 
that differ by only one month (around .4) and decrease to months that are 11 months apart (.24).  
These correlations suggest modest association of cost over time, indicating that sampling individuals 
and measuring them over multiple months would be reasonable, since much of the variation between 
months is unique and multiple measures could capture this variation.  If the Gini index were low and 
the correlations were high, it might not be necessary to follow individuals across time, since any given 
month’s expenditures would predict future months’ expenditures.  
 
Table 17 
Month-to-Month Correlations in Cost of Service Use for All MediPass Beneficiaries 
 
Months Between 
Service Use 
Correlation for Cost 
of Mental Health 
Services 
Correlation for 
Cost of General 
Health Services 
1 0.38 0.40 
2 0.36 0.35 
3 0.31 0.32 
4 0.30 0.32 
5 0.28 0.31 
6 0.27 0.29 
7 0.26 0.28 
8 0.24 0.27 
9 0.24 0,27 
10 0.23 0.27 
11 0.24 0.28 
 
 
In summary, the data from the first sub-component of the feasibility study suggest that a simple 
random sample can be effectively used for inferences regarding service use in the population or 
subgroups (e.g., HMO versus PMHP enrollees) of the population. One limitation of this analysis is 
that it used Medicaid expenditures only.  If one of the purposes of sampling Medicaid beneficiaries is 
to obtain information not present on the Medicaid expenditures database, these analyses tell us little 
about the month-to-month distribution of off-budget costs.        
  
How Many Benefic aries Should Be Sampled? The question of sample size is a balance between 
the cost associated with the study and the desired precision in estimating the quantity of interest.  As 
the number of beneficiaries in the sample increases, the precision of the estimate increases, but at the 
same time, the cost of the study increases.  It is well known that there is a diminishing return 
associated with increasingly larger sample sizes.  Roughly speaking, a study with four times as many 
i
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beneficiaries will be four times as expensive to conduct, but will produce estimates that are only twice 
as precise.    
 
In addition to precision, the notion of power is also important in deciding how large a sample to 
obtain.  When comparing two different samples—for example, two different AHCA regions—the 
power of the two samples is defined as the ability to detect statistical differences between the two 
samples when the populations from which they are sampled are indeed different from one another.   
 
Though the concepts of precision and power are necessary to decide how many beneficiaries to 
sample, which is an important component of the feasibility of conducting a survey of beneficiaries, 
there are two additional concerns.  The first, and most obvious, is a question regarding the response 
rate of beneficiaries.  The calculations of precision and power depend on the number of beneficiaries 
responding; generally, the higher the response rate the lower the sample size needed. 
 
The second concern is not as obvious.  When comparing different regions, a case-mix adjustment is 
often used.  Case-mix adjustment controls for basic differences in characteristics of the beneficiary 
population in different regions.  For the Medicaid population, our case-mix adjustment variables 
include gender, race, age, and beneficiary status.   Case-mix adjustment is necessary to improve the 
basic comparison of regions, but it has the consequence of diminishing the precision and power of 
the sampled data.  This loss of power and precision is generally small; however, if there are profound 
differences in the populations in the regions, case-mix adjustment may require substantially larger 
samples to be surveyed. 
 
Though a number of important issues remain to determine the feasibility of sampling Medicaid 
beneficiaries, this work has shown that a simple random sample of a modest number of beneficiaries 
would produce reasonably precise estimates of population characteristics, and would allow powerful 
tests of modest differences among different regions of the state.   
 
Data Collection Methods 
 
In the second sub-component of the feasibility study, we interviewed 59 adult Medicaid beneficiaries 
to assess the feasibility of various features of a data collection methodology.  Our goal was to 
determine how best to collect self-report measures in terms of data collection methods and recall 
intervals.  Also, we wished to determine subject reimbursement amounts needed to successfully 
collect these data.  Although participants in this convenience sample had problems understanding 
some of the survey questions, we were able to address four questions: 
 
 How long can beneficiaries remember certain information about their services? 
 What is the easiest way for people to provide service information? 
 What would encourage people to provide this information? 
 How much will we have to pay people to get them to participate? 
 
How Long Can People Remember Certain Details?  People may overestimate how long they can 
remember certain details, but their estimates give us a starting point.   We asked people how long 
they would be able to remember four different things about their mental health services that we 
might need to know to estimate costs: how many times they received services, who they saw, what 
the person did, and how long the person was with them.  Nearly two-thirds (64.5%) said they would 
be able to remember these things for 2 weeks or more.    
 
Since many respondents failed to answer these questions during the early phases of our data 
collection, we added a question to the surveys that were given to the last 34 participants.  In this 
question, we asked respondents to think about the last 3 months and asked them if they could 
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remember each of these four things (frequency of service, who they saw at each service encounter, 
what service the provider rendered, and the duration of their visit).  Most participants (62.1%) said 
they could remember all four for 3 months, and 82.8% said they could remember three of the four. 
 
What Is the Easiest Way for Benef c aries to Provide Informa on?  We asked survey 
participants to identify which of four means of providing information they preferred: mail survey, 
face-to-face interview, phone interview, and automated phone interviews.   As can be seen Table 18, 
face-to-face interviews were the most popular choice, but more than 50% did prefer one of the other 
three methods.  While mail survey data collection was a bit more popular than phone, over 50% of 
respondents indicated that phone contact would be their first or second choice as a response 
method.  Clearly, automated phone call collection was judged least popular.  
i i ti
 
Table 18 
Percentage of Respondents Preferring Different Data Collection Methods 
 
 Mail Face-to Face Phone Automated phone 
Most Appealing 25.6 46.2 15.4 10.3 
Second Most  22.6 26.8 43.9 4.9 
Least Appealing 22.7 15.9 20.5 40.9 
 
What Are Reasons for Choosing or Declining to Participate?  We asked beneficiaries if they 
would object to giving information about the services they received if that information was (a) 
anonymous or (b) confidential, but not anonymous.  Forty-nine percent said they would object to 
providing information even if their information was anonymous, and 65.5% said they would object 
to providing information even if it was confidential, but not anonymous.   It is clear from these 
results that some people are willing to participate only if their answers are anonymous.  To the degree 
that this is true, it would be impossible to impanel and follow a group over time to measure service 
use, and we would need to use multiple, cross-sectional surveys.  Validation studies would also be 
difficult since we would not be able to identify individual’s agency service or billing records.   
 
In two open-ended questions, we asked participants to identify aspects of a study that would make 
them feel good about or stop them from participating.  Nine people said the chance to tell Medicaid 
about their experiences or give information that helps others would make them feel good about 
participating.  Six said that the study taking too long might stop them from participating, and five 
said that the investigator being inconsiderate might stop them. 
 
Participants were almost evenly split about whether they would prefer a short study that paid them a 
few dollars (28.8%), a longer study that paid them more (32.7%), or a much longer study that paid 
much more (30.8%).  A small number, 7.7%, said they had no preference.  A higher response rate 
might be obtained if we allow people to select their level of involvement.  
  
How Much Will We Need to Pay Individuals to Participate?   We addressed the question of 
what we would need to pay people in different ways.  First, we asked respondents to say how much 
we would have to pay them to be fair and to get them to participate in studies that require different 
types and amounts of work.  We described four different studies and calculated the responses to 
each.  
 
 Ninety percent of respondents said they would participate for $40 or less in a study that 
required an hour-long phone interview. 
 Seventy-eight percent said they would participate for $40 or less in a study involving two 
hour-long interviews.   
 Almost 59% said they would participate for $40 or less in a study requiring three brief 
interviews. 
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 Slightly more than half (54.5%) said they would want $40 or less to participate in bi-weekly 
brief interviews, with two intensive interviews over 6 months.  This fourth method most 
closely resembles what we now believe may be the best way to collect service data. 
 
Because the approach that we now believe would produce the information we need would be less 
demanding, it is likely that more people would be willing to participate for $40.  The findings 
reported below suggest a similar conclusion. 
 
 We asked a sub-sample of participants to indicate if they would or would not participate in 
the preferred study design (bi-weekly brief interviews, two intensive interviews over 6 
months).  Twenty three of the 25 (92%) said they would participate for $40. 
 
 We also asked how many hours of work they would be willing to do for $15 and for $30.  
Averaging responses suggests that 81.8% would be willing to work an hour or less for $15.  
This is less than the $16 an hour that people would receive if, as expected, the proposed 
study takes 2.5 hours and they are paid $40 for participating. 
 
 Interestingly, only 63.4% of respondents said they would complete an hour-long phone 
interview for $15.  This may be because this task sounds unpleasant and, to at least some 
extent, people are more generous when their attention is focused on how much time they are 
willing to give, as opposed to how much money they want. 
 
These analyses suggest that individuals feel that they are able to provide credible data of their service 
utilization for a 3-month period and that most would prefer an in-person interview, but that both 
mail and phone interviews are acceptable as well.  Their reluctance to participate if their identity can 
be known presents a particularly difficult challenge.  We must further understand these issues since 
they seem to be contradicted by our current experience with our mail survey methods, which often 
result in response rates near 50%.  Perhaps we can develop strategies to address their concerns that 
would increase response rates to the mail surveys, as well as to the proposed measures of service 
utilization.   
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Recommendations 
 
Recommendations from this year’s study relate to issues that should be addressed in the continuing 
expansion of the managed care demonstrations across Florida.   
 
A consistent finding during the last several years relates to the relatively greater difficulty of HMO 
enrollees in accessing medications than people served in PMHPs or MediPass fee-for-service.  The 
legislation creating a more restrictive formulary that was enacted in 2005 may place even greater 
strain on access for desired medications.  It may reduce the differences between the financing 
conditions in access to medication since fee-for-service use will now also be restricted in terms of 
brands available.  
 
 AHCA should monitor untoward outcomes that may result from this further restriction on 
access to mental health drugs with potential cost consequences to the plans—particularly the 
PMHP, which has not been at risk for pharmacy costs and has enjoyed relatively unrestricted 
access to pharmaceuticals.   
 
We found that unmet needs for mental health services continue to occur at nearly three times the 
rate of those for general health services.   
 
 AHCA should continue to explore methods to increase penetration for mental health 
services.  Transportation, times of service availability, cultural appropriateness, and 
attractiveness of services are all variables that are associated with improving access.  Public 
education efforts regarding the impact of mental illnesses and the effectiveness of existing 
treatments may also further stimulate access to care.   
 
 New managed care plans should have service penetration targets that minimally maintain 
pre-managed care utilization levels. 
 
In a related vein, AHCA should work with the PMHPs and HMOs that are going to assume 
responsibility for comprehensive mental health care to be certain that they 
 
 understand the issues involved in serving a population with severe mental disorders, 
 have staff with the requisite skills to meet the needs of these vulnerable populations, and 
 have a supervisory structure that provides leadership in meeting these needs. 
 
The adequacy of encounter data for monitoring the performance of plans is critical.  We have 
experienced persistent difficulty in obtaining these data from the HMOs.  Special efforts this year in 
Area 1 by the HMO produced substantially different estimates of mental health service utilization 
than we had obtained in earlier years.  AHCA is implementing new contract language requiring 
provision of encounter data for all mental health services.  In implementing these new contract 
provisions, it is important that: 
 
 AHCA define mental health services to include all services delivered by a mental health 
practitioner, with a mental health procedure code, in a mental health setting, or with a 
mental health diagnosis.  Special attention to services provided outside specialty mental 
health sectors (e.g., primary care) is essential.  
 
 AHCA implement quality assurance techniques to ensure the comprehensiveness of 
encounter data that should include comparisons of services documented in client charts to 
those reported in encounter data systems. 
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Since the HMO provider in Area 1 formed its service network outside of the DCF community 
mental health system, we were unable to use routinely collected data to assess changes in peoples’ 
status related to their receipt of services. 
 
 AHCA should ensure that all of its contract providers collect standardized functional 
measurements. 
 
Given the experiences in Areas 1 and 6 with billing information and the transition between networks:  
 
 AHCA should ensure that adequate management information systems (MIS) are in place to 
produce timely authorizations and payments for services among network providers. 
 
The special study of children’s mental health this year identified the desirability of providing 
psychosocial services in addition to pharmaceutical services to children in need.  Combining 
psychosocial and pharmaceutical services is a typical element of evidence-based care for the 
treatment of mental health disorders.  
 
 AHCA should require the use of evidence-based protocols for the treatment of mental 
disorders.  
 
 The managed care plans should exploit the flexibility that is inherent in capitated payment 
arrangements to implement evidence-based approaches, such as supported employment, that 
may not be reimbursable under standard Medicaid fee-for-service billings, but that have great 
promise for improving meaningful community participation, particularly for people with 
disabling conditions.   
 
 Similarly, the plans should explore promising practices that may be less costly service 
delivery strategies, such a consumer-run crisis hostel or other consumer-run self-help and 
mutual support interventions.   
 
 AHCA should require fidelity assessments for evidence-based practices and evaluation of 
program effectiveness for promising or experimental practices to further develop our 
evidence base and improve ordinary practice through timely, systematic feedback.  
 
Consumer and family involvement in care are hallmarks of contemporary approaches to improving 
health and health care.  They were highlighted by the President’s New Freedom Commission on 
Mental Health in its final report (New Freedom Commission on Mental Health, 2003).  
 
 AHCA should continue to insist on consumer and family involvement in the oversight and 
management of managed mental health programs. 
 
 AHCA should require that plans implement consumer and family education programs to 
better prepare consumers and families to manage their illnesses—particularly for individuals 
with severe and disabling conditions.  
 
 AHCA should encourage the use of recovery-based approaches to service that emphasize 
relevant community skills for individuals with disabling illnesses. 
 
Recommendations from the Year 7 report remain applicable as managed mental health care 
continues to expand.   
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 The divisions within AHCA that are responsible for Medicaid HMOs and for the Prepaid 
Mental Health Plans must coordinate their efforts in implementing managed behavioral 
health care to avoid further fragmentation of the care system and ensure common standards 
of care and practices for all Medicaid beneficiaries. 
 
 Cost containment objectives are best realized by including more types of services in the 
capitation payment.  The more services or populations are “carved out” of the capitation, 
the greater the ability to shift costs from the managed care organizations to the state and the 
more fragmented the service system becomes.  Aggressive monitoring of the most 
vulnerable populations should be used to ensure access to care. 
 
 The inclusion of substance abuse services in the proposed capitation arrangement is 
appealing since it holds the promise for better integration of services.  However, as we have 
seen from our analysis of the HMO condition, integrating premiums does not automatically 
integrate services.  Leadership in the adoption of integrated treatment models for people 
with mental illnesses and co-occurring substance use disorders should be an important state 
role. 
 
 DCF should be actively engaged in the development of the prepaid plans.  All efforts should 
be made to coordinate existing DCF Substance Abuse and Mental Health and child welfare 
services with the plans since they are intrinsically dependent on one another for their 
success.  Other aspects of state government (e.g., Juvenile Justice, Education, and Health) 
should also be considered when developing the programs.   
 
 Capitating poorly funded programs is always a risky proposition.  Efforts to assess the 
overall adequacy of the service continuum and the competency of service provision continue 
to be extremely important.  Setting a service floor, below which we cannot venture, is an 
important component of developing a competent system. 
 
As we have repeatedly noted in these evaluations, Florida typically ranks near the bottom of the 
states in terms of per-capita expenditures for mental health services.  For example, in state mental 
health authority expenditures for mental health, Florida ranks last among the Southeastern states in 
per-capita expenditures and 45th among all states (Lutterman, Hollen, & Shaw, 2004).  It is, therefore, 
critical that all our resources be maximally employed to deliver efficient and effective care.   
 
Managed care organizations have clear incentives to provide care efficiently.  We all should work to 
help ensure that they also deliver care that is effective, both to stem the tide of disability for people 
who are newly diagnosed with mental illnesses and to promote the recovery of people who have 
become disabled by them.   
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APPENDIX 1 
Technical Appendix for the Administrative Data Analyses 
 
Prepared by Mary Rose Murrin, M.A. 
 
Guide to Documentation for the Figures 
 
The following sections are provided to assist the reader in understanding the data in each figure. 
 
Figure 3.  Penetration of Carve-Out Services:  Areas 1, 2, & 4 (Case-Mix Adjusted) 
Figure 4.  Penetration of All Mental Health Services:  Areas 1, 2, & 4 (Case-Mix Adjusted) 
 
 Part I: Definitions 
o Diagnostic Definitions 
o Mental Health Services Definitions 
 
 Part II: Methods 
o General Rules of the Administrative Data Analysis 
o Monthly Enrollment 
o Case-Mix Adjustment 
– Case-Mix Weights for Penetration and Cost Analyses in Area 1 
o Annual Penetration 
 
Figure 6.  PMPM Costs to AHCA for Carve-Out Services:  Areas 1, 2, & 4 
Figure 7.  PMPM Costs to AHCA for All Mental Health Services:  Areas 1, 2, & 4 
 
 Part I: Definitions 
o Diagnostic Definitions 
– Carve-Out Diagnosis 
o Mental Health Services Definitions 
– Carve-Out Services 
 
 Part II: Methods 
o General Rules of the Administrative Data Analysis 
o Monthly Enrollment 
o Case-Mix Adjustment 
– Case-Mix Weights for Penetration and Cost Analyses in Areas 4 and 6 
o Costs to AHCA 
 
Part I: Definitions 
 
Diagnostic Definitions 
 
I.  Carve-Out Diagnoses 
 
Carve-out diagnoses are for those people with claims with the following primary diagnoses (ICD-9): 
290-290.43; 293-298.9; 300-301.9; 302.7; 306.51-312.4; 312.81-314.9; 315.3; 315.31; 315.5; 315.8; 
315.9.   
 
The following definitional labels cover the total range of carve-out diagnoses. 
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Adult Depression. Age greater than or equal to 21 with a primary diagnosis range 296.2-296.39, 
which includes all subtypes of major depressive disorders, both single and recurrent episodes. 
 
Adult Bipolar. Age greater than or equal to 21 and a primary diagnosis within the 296-296.1 range, 
which includes manic disorder single and recurrent episodes, or a primary diagnosis within the range 
296.4-296.89, which includes all the bipolar disorders and the manic-depressive psychoses. 
 
Adult Sch zophrenia. Age greater than or equal to 21 and a primary diagnosis within the 295-295.3 
range, which includes simple, disorganized, catatonic, and paranoid schizophrenia, or a primary 
diagnosis within the 295.9 range, which is designated as unspecified schizophrenia. 
i
 
i
 
Child/Adolescent Depression. Age less than 21 with a primary diagnosis range of 296.2-296.39, 
which includes all subtypes of major depressive disorders, both single and recurrent episodes, or a 
primary diagnosis within the 309-309.9 range, excluding 309.21 and 309.81, which includes all the 
adjustment reactions except for separation anxiety and prolonged posttraumatic stress disorder. 
 
Child/Adolescent Disruptive. Age less than 21 with a specific primary diagnosis in the following 
list: 312.8 (disturbances of conduct not specified), 312.81 (childhood onset conduct disorder), 312.82 
(adolescent onset conduct disorder), and 312.9 (unspecified disturbance of conduct). 
 
Child/Adolescent ADHD. Age less than 21 with a primary diagnosis anywhere in the 314 range, 
which includes all types of hyperkinetic syndromes of childhood. 
 
Other Possible SMI (Other 295, 296, 311, 312 in Primary Diagnosis). Any age with a primary 
diagnosis within the ranges covered by schizophrenic disorders, major affective psychoses, depressive 
disorders, and conduct disorders not specified above. 
 
Other Carve-Out MH (All Other Primary Diagnoses Meeting Carve-Out Definition). Any age 
with a primary diagnosis within the ranges covered by the carve-out diagnoses, but not listed with the 
SMI disorders.  These would include specific senile dementias, organic psychotic conditions, 
delusional disorders, non-organic psychoses, neurotic disorders, hysteria, psychosexual dysfunction, 
some psychogenic physiological problems, sleep disorders of non-organic origin, acute reactions to 
stress, adjustment reactions not SMI, non-psychotic mental disorders due to organic brain damage, 
emotional disturbances, and developmental speech and language disorders or other unspecified and 
non-specific developmental disorders that result in the need for a carve-out service. 
 
II.  Non-Carve-Out Diagnoses 
 
These are diagnoses within the 290-314 range that may result in the need for a behavioral health 
services not covered by the carve-out.  Specific definitions are listed below. 
 
Substance Abuse. Primary diagnosis in the range of 291 (alcoholic psychoses), 292 (drug 
psychoses), 303 (alcohol dependence), 304 (drug dependence), or 305 (non-dependent abuse of 
drugs), or a non-mental health primary diagnosis and a secondary diagnosis in the substance abuse 
ranges. 
 
Possible Secondary SMI. Primary diagnosis is not a carve-out or substance abuse diagnosis but 
secondary diagnosis in the 295, 296, 311, 312, or 314 ranges. 
 
Other Non-Carve-Out D agnoses. Anything else not covered by an above definition in the 290-
314 range. 
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All claims are placed in one of the above classes or are labeled as “non-MH diagnosis.” Claims in this 
category may have either no diagnosis or a non-MH diagnosis.  Those claims with a non-MH 
diagnosis have met one of the other MH criteria. 
 
Mental Health Service Definitions 
 
Total Mental Health Services 
 
 Encounter data reported by Florida Health Partners (FHP) or reported by a behavioral 
health organization or provider for an Area 6 HMO. 
 
 Any specialty mental health procedure code as defined by the CPT manual or the AHCA 
Community Mental Health or Targeted Case Management handbooks. 
 
 Has a diagnosis between 290 and 314.99 
 
 
 Service provided by MH practitioner
 
 Has a MH appropriations code 
 
Carve-Out Mental Health Services 
 
 Inpatient MH with Carve-Out Diagnoses 
o Provider type is hospital (only AHCA FFS claims have this information) 
o Type of bill is inpatient hospital (only AHCA FFS claims have this information) 
o UB92 has a Revenue Code of 114, 124, 134, 144, 154, 204 (only managed care claims 
have this information in our data sets) 
o Managed care procedure codes that denote inpatient services (only applicable to 
managed care before HIPAA implementation).  For PMHP, additional procedure codes 
for CSU and residential services are included here. 
o Primary diagnosis is in carve-out range (information available in all datasets and all 
claims must meet this condition) 
 
 Outpatient Hospital with Carve-Out Diagnoses  
o Provider type is hospital (only AHCA FFS claims have this information) 
o Type of bill is outpatient hospital (only AHCA FFS claims have this information) 
o UB92 has a Revenue Code of 450, 513, 901, 914, or 918 (only managed care claims) 
o Managed care procedure codes that denote outpatient hospital services (only applicable 
to managed care before HIPAA implementation).  For PMHP, crisis services not CSU 
are included here. 
o Primary diagnosis is in carve-out range (information available in all datasets and all 
claims must meet this condition) 
 
 Psychiatric/Physician’s Specialty Services  
o Provider type is physician (only AHCA FFS claims have this information) 
o Provider specialty is psychiatry, child psychiatry, and psychoanalysis (only AHCA FFS 
claims have this information) 
o In the absence of provider information, psychiatric or physician CPT procedure codes 
are used (applicable only to managed care claims where provider type has not been 
supplied) 
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o Primary diagnosis is in carve-out range (information available in all datasets and all 
claims must meet this condition) 
 
 Community Mental Health Services 
o Provider type is community mental health center (only AHCA FFS claims have this 
information) 
o Procedure codes indicates one of the following services (code 7/1/03-10/15/03, code 
10/16/03-6/30/03): Mental Health Day Treatment including any clubhouse or 
supported employment (W1023, H2012); Bio-psychosocial Evaluation (W1027, 
H0031HN); Psychiatric Evaluation (W1030, H2010HP); Interpretation of Results of 
Psychiatric Exam (W1031, H2010HN); Office and Outpatient Visits (W1037 or W1038, 
H0002); Limited Functional Assessment (W1039, H0031HM); Basic Living Skills 
Training (W1044, H2014); Social Rehabilitation and Counseling (W1046, H2014); In-
depth Mental Health Assessment (W1048, H0031HO); Psychiatric Services (W1050, 
H2010); Rehabilitation Day Treatment (W1064, H2017); Treatment Plan Development 
(W1067 or W1068, H0032); Treatment Plan Review (W1069, H0032TS); Clinic Visit 
(W1070, H0046HE); Intensive Therapeutic On-Site Services (W1071, H2021); Home 
and Community Based Rehabilitative Services (W1072, H2021HM); Psychological 
Testing (W1073, H0031); Individual Behavioral Therapy (W1074, H0004); Group 
Behavioral Therapy (W1075, H0004HQ). (This is applicable to all claims.) 
o Managed care claims that have indicated a behavioral health service do not require the 
modifier in post-HIPAA implementation data (applicable to only managed care claims). 
o Primary diagnosis is in carve-out range (information available in all datasets and all 
claims must meet this condition) 
 
 Targeted and Intensive Targeted Case Management 
o Provider type is case management agency (only AHCA FFS claims have this 
information). 
o Procedure code indicates Targeted Case Management for Chronically Mentally Ill 
Children (W9891, T1017HA) or Adults (W9892, T1017), or Intensive Case Management 
(W9899, T1017HK). For managed care following the date of HIPAA implementation, the code 
T1017 without any modifier is assumed to be Targeted Case Management.  For PMHP, Specialized 
Case Management services (F0001 or F0002 or F0054, T1017HE, H0043, T1017HH) are 
included in Carve-Out Case Management. 
 
 Other Carve-Out Services 
o Advance Nurse Practitioner Services (AHCA FFS only) 
– Provider type is Advanced Nurse Practitioner 
– Provider specialty is Clinical Nurse Specialist 
– Diagnosis is in range of section 1 above 
o Miscellaneous Institutional Services (applicable to HMO only) 
– Revenue code or local institutional procedure code is present on claim 
– Primary diagnosis is in carve-out range 
o PMHP special services—other services listed by PMHP providers assumed to be in 
carve-out  
– Psychoeducational Services for Client and Family (F0030 or F0031 or F9805, H2027) 
– Other procedure codes for special services as defined by PMHP provider 
 
Note: This definition may include more FFS in PMHP than HMO due to incomplete removal of non-carve-out 
services that the HMO provides but PMHP does not—but should have a comparable service mix to MP2 and MP4. 
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Part II: Methods 
 
General Rules of the Administrative Data Analysis 
 
 If changes are made in definitions of variables or case-mix from year to year, then entire 
analysis is re-run from July 1999. 
 
 Database that forms basis of reports contains the same variables in all years. 
o Sources: 
– FFS, eligibility, and capitation payment data comes from the AHCA cap files kept 
historically and provided to the PSRDC on an annual basis for this analysis.   
– Managed care encounter data from the Area 1 HMO and PMHP are provided in 
response to a data request issued each year of the evaluation and cover the encounters 
reported in both behavioral health (for PMHP and HMOs) and general health and 
pharmacy (HMOs) for all Medicaid-eligible individuals during the period from July of 
the previous year through June of the current year.   
 
 If a source of information required for a service definition is not present in a file4, then the 
record is assumed to meet the definition for that service category if all other conditions are 
met, unless information to the contrary is provided by other documentation from the data 
supplier.   
 
 A constant mix of services and service definitions is kept across conditions. 
 
 Any measure that is included in one group is included in all—even if it should be null in 
group. 
 
 All definitions are applied equally across groups—except ones that are part of the definition 
of the group, as in cost to plan. 
 
Monthly Enrollment 
 
 To qualify as a member in this analysis, an individual must meet all the following conditions: 
o Age 1 through 64 on first day of month (AHCA age groups 2-6 excluding 65 and older) 
o Eligible in condition (HMO or MP) as determined by the AHCA eligibility cap file. 
o Have monthly cap payment greater than $0 in payment condition in the AHCA claims 
files. 
– MediPass capitation payment (W9893) 
July 2001-October 2001 in Area 1 
July 2001-June 2004 in Area 2 and Area 4 (for comparisons with Area 1) 
– HMO capitation payment (W9600) 
July 1995-June 2004 Area 6 
July 2001-June 2004 Area 1 
– PMHP capitation payment (W1078) 
November 2001-June 2004 in Area 1 
o Be in TANF, SSI (without Medicare), Foster Care, or SOBRA.  People who meet this 
condition are then assigned to eligibility groups based on the following algorithm based 
upon a single variable called “Eligibility Program Code”: 
                                      
4 Revenue codes are missing for AHCA FFS files; claim type, provider type, and provider specialty is missing for 
Managed Care; secondary diagnosis is missing for PMHP behavioral health files. 
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– TANF=‘MA I,’ ‘MA R,’ ‘MA U,’ ‘MCE,’ ‘ME C,’ ‘ME I,’ ‘ME T,’ ‘MN,’ ‘MO A,’ ‘MO 
D,’ ‘MO P,’ ‘MO S,’ ‘MO T,’ ‘MO U,’ ‘MO Y,’ ‘MP C,’ ‘MP N,’ ‘MP U’ 
– SSI=‘MI A,’ ‘MS,’ ‘MT A,’ ‘MT C,’ ‘MT D,’ ‘MT S,’ ‘MT W’ 
– FC=‘MCAE,’ ‘MCAN MCFE MCFN’ 
– SOBRA=‘MM C,’ ‘MM I’ 
– Foster Care and SOBRA are limited to people under age 21 
o Assignment to an HMO provider based on provider ID on the capitation payment for a 
given month in an analysis.  All HMO capitation payments for people eligible in Area 1 
that have payments to providers outside the network for that area are eliminated. 
 
 Average monthly enrollment is simply the number of member months (people that meet all 
membership definitions for a given month within the year) added together in a fiscal year 
(FY) within any condition, divided by 6. 
o For Area 1, the FY is from July through June broken into two 6-month periods 
 
 Proportion of SSI enrollment is the number of member months for SSI enrollees divided by 
the total number of member for all enrollees in the studies.  
 
Case-Mix Adjustment 
 
Case-mix adjustment is a method for combining and weighting statistics obtained from subgroups of 
data into a single group statistic that mirrors a case-mix from a defined population.  It equates the 
groups for factors that may cause population-level statistics to differ.  Each subgroup mean or 
percentage in the following reports is weighted by the percentages below. 
 
Case-Mix Weights for Penetration and Cost Analyses in Area 1 
 
Case-mix weights for these analyses are based on the population totals for June 2001 for the four 
groups in this analysis. 
  
Table 1 
Case-Mix Weights for Penetration and Cost Analyses in Area 1 Analysis 
 
 TANF/Wages SSI- No 
Medicare 
Foster Care 
Children 
SOBRA 
Children 
Caucasian 0.056473 0.00124 0.002786 0.055985 
African-American 0.057537 0.001572 0.024868 
Ages 1-5 
Other 0.007828 0.006215 0.002372 0.019303 
Caucasian 0.07013 0.004636 0.006473 0.068788 
African-American 0.076434 0.008493 0.038512 
Ages 6-13 
Other 0.008649 0.02053 0.005348 0.013847 
Caucasian 0.038322 0.013183 0.005049 0.032669 
African-American 0.040335 0.017304 0.021825 
Ages 14-20 
Other 0.004406 0.006147 0.004521 0.005626 
Child totals 0.360112 0.079321 0.026549 0.281422 
Caucasian 0.068659 0.050197 
African-American 0.046428 0.034675 
Ages 21-54 
Other 0.005415 0.013752 
Ages 55-64 Caucasian 0.000651 0.016335 
 African-American 0.000535 0.009482 
 Other 0.000129 0.006337 
Adult totals 0.121818 0.130778 
N/A N/A 
Totals for Eligibility Plan 0.481930 0.210099 0.026549 0.281422 
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Annual Penetration 
 
Definition of Penetration: Recipient has penetrated if he/she has received at least one service in a 
given fiscal year, while eligible within plan, eligibility type, and age group.  The numerator is the 
number of eligible months for recipients that penetrated service category while eligible in plan 
eligibility type and age group.  For the HMO group, each HMO is considered a separate plan, and 
HMO totals are summed across all HMOs.  If a person penetrated only one HMO, but was eligible 
in multiple HMOs, the eligible months for only the HMO where he/she penetrated would be 
counted.  If he/she penetrated multiple HMOs, all HMO provider totals would be considered.   The 
denominator is the number of eligible months for all eligible recipients within a plan, eligibility type, 
gender, race, and age group.  All penetration analyses are case-mix adjusted using weights pertinent to 
the analyses listed under the appropriate case-mix. 
 
Costs to AHCA 
 
There is a separate analysis for carve-out and all mental health services.  To obtain the raw cost to 
AHCA, the following method is used: 
 
 For each group, the sum of all MH service payments found in AHCA claims files for each 
member month for all eligible people is calculated (as defined in Methods: Monthly 
Enrollment section).  This includes any AHCA FFS services that are found in HMO and 
PMHP conditions even for carve-out services.5 
 
 For PMHP carve-out, obtain the sum of PMHP capitation payments found in member 
months. 
 
 For HMO (carve-out only), multiply member months by average PMHP payment for each 
eligibility type, and age group.  The HMO payment for other types of mental health services 
cannot be determined with available data. 
 
 For MP4, multiply 38 cents per MP capitation payment to obtain the estimate for the First 
Mental Health management fee per eligible month.  
 
 Sum across cost components for service type definition. 
 
 Divide by member months for each case-mix adjustment subgroup (see Methods: Case-Mix 
Adjustment). 
 
 Case-mix adjust the PMPM for each subgroup using weights for that subgroup. 
 
 Add up the case-mix portions to get the case-mix adjusted PMPM cost. 
 
 
                                      
5 This amount is minimal—much less than $1 PMPM. 
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APPENDIX 2 
Summary of Area 1 Mail Survey Results (2001-2004) 
 
This report summarizes the findings from the mail survey components of the Area 1 Prepaid Mental 
Health Plan (PMHP) demonstration program evaluation that was conducted with Medicaid 
beneficiaries between 2001 and 2004. As has been noted in previous reports, the goal of this 
component of the evaluation is to obtain and monitor a variety of Medicaid beneficiaries’ access, 
status, and outcome indicators including service needs and use, health and mental health status, and 
satisfaction with services, and to monitor changes in these indicators over time.  
 
In contrast to previous reports in which we restricted our mail survey analyses and summary to 
individuals who participated in each year of the survey (i.e., a longitudinal analysis), in this year’s 
report we present and contrast the responses of individuals who completed the survey each time they 
had an opportunity to do so with the responses of individuals who responded to the mail survey only 
once. This summary includes data from four mail survey waves (years): 
 
 Spring 2001—February through April, which was 6 to 9 months before implementation of 
the demonstration 
 Spring 2002—February through April, which was 2 to 5 months after implementation of the 
demonstration 
 Spring 2003—February through April, which was 14 to 17 months after implementation of 
the demonstration 
 Spring 2004—February through April, which was 26 to 29 months after implementation of 
the demonstration  
 
Sample 
 
In 2001, a stratified random sample of 3,600 Medicaid beneficiaries in Area 1 was selected to receive 
a mail questionnaire as part of the evaluation associated with the expansion of the PMHP waiver. All 
Medicaid beneficiaries in Area 1 were first stratified on four variables:  
 
1. Age—2 strata: adults over 21 through 65 years old versus children 5 through 21 years old 
2. Gender—2 strata: male versus female 
3. Eligibility status—2 strata: TANF versus SSI 
4. Plan—2 strata: MediPass versus an HMO 
 
This sampling framework resulted in 16 cells or strata (i.e., 2 x 2 x 2 x 2 = 16). All individuals listed in 
the 2001 Medicaid enrollment file were first classified into these 16 strata and then 225 enrollees 
were randomly selected from each cell to receive a mail questionnaire, for a total of 3,600 potential 
respondents. In years 2002 through 2004, all respondents from the 2001 mailing were again mailed 
questionnaires, and a replacement sample of new individuals in each stratum was drawn from the 
Medicaid eligibility file to replace non-respondents. The initial 2001 Area 1 sampling frame is 
summarized in Table 1 below.  
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Table 1 
Initial 2001 Mail Survey Sampling Scheme for Area 1 
 
 
Area 1  
Enrollee Characteristics 
PMHP HMO 
 
Totals 
TANF 225 225 450 
Female 
SSI 225 225 450 
TANF 225 225 450 
Adult 
Male 
SSI 225 225 450 
TANF 225 225 450 
Female 
SSI 225 225 450 
TANF 225 225 450 
Child 
Male 
SSI 225 225 450 
Total 1,800 1,800 3,600 
 
Questionnaire 
 
The original mail questionnaires and cover letters were initially drafted by a workgroup of 
investigators working on the evaluation of the PMHP waiver. The questionnaires contain previously 
developed and psychometrically tested self-report health, mental health, and substance abuse status 
measures, as well of measures of satisfaction and quality of life. Parallel versions of the questionnaire 
were developed for adult and child respondents (although the child questionnaires are actually 
completed by their caregivers). The domains assessed and the specific measures contained in the 
adult and child versions of the questionnaire are listed in Tables 2 and 3, respectively. 
 
The draft questionnaires and cover letters were then reviewed and critiqued by Medicaid beneficiaries 
during one of several focus groups that were conducted. The focus groups lasted approximately 2 
hours during which general issues concerning mail surveys were discussed, in addition to soliciting 
specific participants’ comments and recommendations after reviewing the draft questionnaires and 
cover letters. Revisions to the questionnaires and cover letters were made based on participants’ 
feedback. All correspondence and both versions of the questionnaires were translated into Spanish. 
 
Both the adult and child questionnaires are printed as an 8½” by 7” booklet in both English and 
Spanish. They are personalized to include information specific to the individual on the survey. A 
personalized cover letter is printed on customized project letterhead designed to protect respondents’ 
confidentiality and to reduce possible stigma. While the letterhead bears the University of South 
Florida logo, it is addressed to “the Florida Health Services Survey” and not the Louis de la Parte 
Florida Mental Health Institute. The letterhead also contains the toll-free telephone number that is 
maintained so that individuals can call to either complete the survey by telephone or to get questions 
about the survey answered. During mailing periods, telephone coverage is available on weekdays 
from 8:30 a.m. until 8:30 p.m. so that individuals not able to call during the day can call during the 
evening hours. 
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Table 2 
Table of Specifications of Adult’s Mail Survey Questionnaire 
 
 
Domains 
 
Adult Protocol 
Health Status SF-12 (Short Form developed for the Medical Outcome Study, 12 items) 
 
Keller, S.D., Kosinski, M., & Ware, J.E. (1996). A 12-item short-form health 
survey (SF-12). A construction of scales and preliminary tests of reliability and 
validity. Medical Care, 32(3), 220-223. 
Mental Health Status Colorado Symptom Index (14 items) 
 
Shern, D.L., Wilson, N.Z., & Coen, A.S. (1994). Client outcomes II: 
Longitudinal client data from the Colorado Treatment Outcome Study. The 
Milbank Quarterly, 72, 123-148. 
Substance Use/Abuse CSAT Simple Screening Instrument (23 items) 
 
U.S. Department of Health and Human Services. (1994). Simple screening 
instruments for outreach for alcohol and other drug abuse and infectious 
diseases. Treatment Improvement Protocol (TIP) Series 11. Rockville, MD: 
Substance Abuse and Mental Health Services Administration, Center for 
Substance Abuse Treatment. DHHS Publication No. (SMA) 95-3058. 
Substance Use/Abuse Self-developed (5 items) 
Functioning and Unmet 
Needs 
New York Housing Satisfaction Survey with several additional items (13 items) 
General Service Need and 
Use 
Self-developed (10 items) 
General Service 
Satisfaction 
Self-developed (5 items) 
Mandated Treatment Self-developed (3 items) 
Access to Medication Self-developed (3 items) 
Satisfaction with Health 
Care Plan 
SAMHSA Managed Care Study Adult Common (12 items) 
Problems Accessing 
Mental Health Services 
Self-developed (2 items) 
Satisfaction with Mental 
Health Services 
Adapted from Attkisson & Zwick and MHSIP project (12 items) 
 
Attkisson, C.C., & Zwick, R. (1982). The client satisfaction questionnaire: 
Psychometric properties and correlations with service utilization and 
psychotherapy outcome. Evaluation and Program Planning, 5, 233-237. 
 
Mental Heatlh Statistics Improvement Program Task Force on a Consumer-
Oriented Report Card. (1996). The MHSIP consumer-oriented mental heatlh 
report card. Rockville, MD: Center for Mental Health Services. 
Trust in Health Care 
Provider 
Adapted from the Trust in Physician Scale (11 items) 
 
Anderson, L.A., & Dedrick, R.F. (1990). Development of the trust in physician 
scale: A measure to assess interpersonal trust in patient-physician 
relationships. Psychological Reports, 67, 1091-1100. 
Medicaid/Medicare/SSI/ 
TANF 
Self-developed (10 items) 
Quality of Life Lehman's QoL Domains (8 items) 
 
Lehman, A.F. (1988). A quality of life interview for the chronically mentally ill. 
Evaluation and Program Planning, 11, 51-62. 
Demographics SAMHSA Adult Common Protocol (6 items) 
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Table 3 
Table of Specifications of Children’s Mail Survey Questionnaire 
 
Domains Children’s Protocol 
Health Status Portions of the Child Health Questionnaire (25 items) 
 
Landgraf, J.M., Abetz, L., & Ware, J.E. (1999). Child health questionnaire 
(CHQ): A user’s manual. Second printing. Boston, MA: HealthAct. 
Mental Health Status Pediatric Symptom Checklist (35 items) 
 
Jellinek, M.S., Murphy, J.M., & Burns, B.J. (1986). Brief psychosocial 
screening in outpatient pediatric practice. The Journal of Pediatrics, 109, 371-
378. 
Functioning and Unmet 
Needs 
New York Housing Satisfaction Survey with several additional items (13 items) 
General Service Need and 
Use 
Self-developed (14 items) 
General Service 
Satisfaction 
Self-developed (7 items) 
Satisfaction with Health 
Care Plan 
SAMHSA Managed Care Study Adult Common (12 items) 
Problems Accessing 
Mental Health Services 
Self-developed (2 items) 
Satisfaction with Mental 
Health Services 
Adapted from Attkisson & Zwick and MHSIP project (12 items) 
 
Attkisson, C.C., & Zwick, R. (1982). The client satisfaction questionnaire: 
Psychometric properties and correlations with service utilization and 
psychotherapy outcome. Evaluation and Program Planning, 5, 233-237. 
 
Mental Heatlh Statistics Improvement Program Task Force on a Consumer-
Oriented Report Card. (1996). The MHSIP consumer-oriented mental heatlh 
report card. Rockville, MD: Center for Mental Health Services. 
Trust in Health Care 
Provider 
Adapted from the Trust in Physician Scale (11 items) 
 
Anderson, L.A., & Dedrick, R.F. (1990). Development of the trust in physician 
scale: A measure to assess interpersonal trust in patient-physician 
relationships. Psychological Reports, 67, 1091-1100. 
Access to Medication Self-developed (5 items) 
Drug Use Self-developed (6 items) 
Medicaid/Medicare/SSI/ 
TANF 
Self-developed (10 items) 
Quality of Life Lehman's QoL Domains (8 items) 
 
Lehman, A.F. (1988). A quality of life interview for the chronically mentally ill. 
Evaluation and Program Planning, 11, 51-62. 
Demographics SAMHSA Child Common Protocol (9 items) 
 
Mailing Procedures 
 
The Area 1 mailing procedures followed those previously developed and used in Areas 4 and 6. We 
employ a highly systematic and structured approach to survey design and follow-up similar to those 
recommended by Dillman (1978) and Salant and Dillman (1994). In total, five separate mailings are 
conducted, as described below. 
 
 The first mailing consists of a pre-notification postcard informing the Medicaid beneficiaries 
who were sampled that we are conducting a study examining their health care services and 
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that they will receive a questionnaire in the mail in about a week.  
 One week later a second mailing is conducted. This mailing includes a personalized cover 
letter and questionnaire, in both English and Spanish, an explanation of the purpose of the 
study, notification that respondents will be paid $8 for returning a completed questionnaire, 
and information about the days and hours of operation of the toll-free telephone number. A 
preaddressed, stamped return envelope is also included in the mailing.  
 One week later, a postcard reminder is sent to each person who has not yet responded. This 
reminder emphasizes the importance of the study and again includes information on the toll-
free telephone number.  
 Two weeks after the postcard reminder is mailed, a fourth mailing containing a cover letter, 
questionnaire, and return envelope is mailed to each non-respondent.  
 Finally, 4 weeks later, a fifth mailing is sent via certified mail to individuals who still have not 
responded. As with the first and fourth mailing, individuals received a personalized cover 
letter, questionnaire, and a preaddressed, stamped return envelope. The mailing contents and 
schedule are summarized in Table 4. 
 
Table 4 
Mailing Contents and Schedule 
 
Week  
Mailing Contents  
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
1st mailing:   Pre-notification postcard X         
2nd mailing:  Personalized letter & questionnaire in 
                     English & Spanish; preaddressed, stamped 
                     return envelope 
 X        
3rd mailing:  Reminder postcard   X       
4th mailing:  Personalized letter & questionnaire in 
                    English & Spanish; preaddressed, stamped 
                    return envelope 
    X     
5th mailing:  Personalized letter & questionnaire in 
                    English & Spanish; preaddressed, stamped 
                    return envelope—sent certified mail 
        X 
 
As recommended by Dillman (1978), first class postage was used on both the outgoing and return 
envelopes of each mailing and address correction was requested from the post office so that mailing 
lists could be updated. These mailing procedures were based on the findings of a feasibility study 
conducted to assess the validity of using mail survey procedures with a Medicaid population. The 
findings from this feasibility study are summarized in Boothroyd and Shern (1998). 
 
Analysis 
 
For individuals who responded only once, a series of 2 (plan, PMHP versus HMO) x 4 (time, 2001, 
2002, 2003, and 2004) univariate analyses of variance were performed to assess the effects of 
financing condition, time, and the plan-by-time interactions on respondents’ unmet services needs, 
health and mental health status, and selected outcomes (overall satisfaction with plan, satisfaction 
with mental health services, trust in their health care providers, and quality of life). For repeat 
respondents, a series of 2 (plan, PMHP versus HMO) x 4 (time, 2001, 2002, 2003, and 2004), 
univariate analyses of variance were performed, removing the within-person variance of individuals 
who responded multiple times using a procedure detailed by Cole & Grizzle (1966). The findings 
presented in this summary have not been case-mix adjusted because separate analyses were 
conducted for children and adults (thereby controlling for age). 
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Respondents’ Characteristics   
 
The characteristics of both adult and child one-time and multiple respondents to the 2001-2004 Area 
1 mail surveys are summarized in Tables 5 and 6. With respect to adults (see Table 5), the following 
results were noted: 
 
 No significant difference was found between one-time and repeat respondents with respect 
to gender. Overall, nearly 78% of the adult survey respondents were women.  
 No significant difference was found between the two respondent groups with respect to 
race. Collectively, approximately 53% of the respondents were white, 40% African-
American, and about 7% were of “other” descent.  
 Similarly, no significant difference was found between one-time and repeat respondents with 
respect to ethnicity. Overall, about 5% of the adult respondents were of Hispanic origin.  
 A significant difference was found between the two respondent groups with respect to age (p 
< .001). The average age of one-time only respondents was approximately 36 years old 
(SD=11.4 years) and their ages ranged from 21 to 65. In contrast, individuals who responded 
each time they were surveyed were significantly older, averaging 40 years old (SD=12.2 
years) and ranging between 21 to 66 years old.  
 A significant difference was found between the two groups of respondents with respect to 
their eligibility status (p < .001). Approximately 62% of the one-time only respondents were 
receiving TANF, while 38% were receiving SSI. Among multiple respondents, however, 
49% were receiving TANF, while 51% were receiving SSI.  
 A significant difference was also found between single and repeat adult survey respondents 
with respect to the financing condition in which they were enrolled (p < .001). Area 1 one-
time only respondents were more likely to be enrolled in the HMO condition (56%), while 
enrollees who responded to each survey were significantly more likely to be in the PMHP 
condition (55%).  
 One-time only respondents were significantly more likely to not be currently Medicaid 
eligible when they received the initial mailing (22%) compared to repeat respondents (14%). 
With respect to plan switching, no significant difference was found between one-time only 
and repeat respondents. Overall, approximately 12% of the respondents reported they had 
switched health care plans within the past 6 months. 
 
Table 5 
Characteristics of Adult Mail Survey Respondents in 2001-2004 
 
 
Characteristics 
Responded Once 
(N=407)1
Responded Each Time 
(N=880) 
 
P 
Gender: 
   Male 
   Female 
 
23.0% 
77.0% 
 
21.0% 
79.0% 
.414 
Age: 
   Mean 
   SD 
   Range 
 
36.0 
11.4 
21-65 
 
40.0 
12.2 
21-66 
.000 
Race: 
   White 
    African-American 
    Other 
 
56.4% 
37.0% 
  6.6% 
 
50.7% 
41.0% 
  8.3% 
.145 
Hispanic Origin: 
   % Yes 
 
  5.3% 
 
  4.6% 
.601 
Eligibility Status: 
   TANF 
   SSI 
 
62.2% 
37.8% 
 
48.6% 
51.4% 
.001 
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Financing Condition: 
   MediPass 
   HMO 
 
43.6% 
56.4% 
 
54.5% 
45.5% 
.001 
Currently on Medicaid: 
   Yes 
   No 
 
77.6% 
22.4% 
 
86.4% 
13.6% 
.001 
Changed Plans: 
   Yes 
   No 
 
12.9% 
87.1% 
 
12.0% 
88.0% 
.662 
           1185 of these respondents are also represented in the “Responded Each Time” groups. 
 
With respect to children (see Table 6), surveys were obtained from 521 caregivers who responded 
only once during the 4-year period and from 946 caregivers who responded each time they received a 
questionnaire. The following results were noted: 
 
 No significant difference was observed in the distribution of the children’s gender between 
respondent groups. Overall, approximately 52% of the children were boys and 48% girls.  
 A significant difference was found in the children’s ages between one-time and repeat 
respondents (p < .001). The average age of the children among one-time respondents was 
about 12 years old (SD=3.7) and their ages ranged from 6 to 21. In contrast, the average age 
of children among repeat respondents was significantly older (mean=14 years old, SD=4.2) 
and ranged from 6 to 22.  
 No significant difference was found between one-time and repeat respondents regarding the 
children’s race. Overall, approximately 41% of the children were white, 51% African- 
American, and about 8% were “other.” 
 No significant difference was found between respondent groups with respect to the 
children’s ethnicity. Overall, approximately 4% of the children were of Hispanic origin.  
 No significant difference was found in the eligibility status of one-time and repeat 
respondents. Approximately 56% of the children were living in families receiving TANF, 
while 44% were receiving SSI.  
 No significant difference was found between respondent groups regarding the health care 
plan in which their children were enrolled. Approximately 58% of the children in both 
respondent groups were enrolled in the PMHP plan, while 42% were enrolled in the HMO 
plan (42%).  
 A significant difference was found between respondent groups in the percentage of children 
who were no longer Medicaid eligible when they received the first survey (p < .01). Repeat 
survey respondents were significantly less likely to be Medicaid eligible (17%) at the time 
they received the first survey compared to one-time respondents (11%).  
 No difference was found between respondent groups regarding the likelihood of change in 
health care plans. Overall, approximately 10% of the children had changed health care plans 
in the 6 month priors to receiving the survey. 
 
Table 6 
Characteristics of Child Mail Survey Respondents in 2001-2004 
 
 
Characteristics 
Responded Once 
(N=521)1
Responded Each Time 
(N=946) 
 
P 
Gender: 
   Male 
   Female 
 
51.1% 
48.9% 
 
53.2% 
46.8% 
.452 
Age: 
   Mean 
   SD 
   Range 
 
12.4 
  3.7 
6-21 
 
13.7 
  4.2 
6-22 
.000 
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Race: 
   White 
    African-American 
    Other 
 
41.7% 
50.7% 
  7.7% 
 
41.0% 
51.4% 
  7.6% 
.963 
Hispanic Origin: 
   % Yes 
 
  4.1% 
 
  3.8% 
.808 
Eligibility Status: 
   TANF 
   SSI 
 
55.8% 
44.2% 
 
56.4% 
43.6% 
.824 
Financing Condition: 
   MediPass 
   HMO 
 
59.1% 
40.9% 
 
56.7% 
43.3% 
.371 
Currently on Medicaid: 
   Yes 
   No 
 
88.7% 
11.3% 
 
83.0% 
17.0% 
.006 
Changed Plans: 
   Yes 
   No 
 
10.3% 
89.7% 
 
  9.5% 
90.5% 
.646 
          1128 of these respondents are also represented in the “Responded Each Time” groups. 
 
Results 
 
Response Rates 
 
Table 7 provides a summary of the Area 1 mail survey response rates by year and age cohort. Over 
the 4 years, the unadjusted response rates varied between 34% and 44% for caregivers of Medicaid-
enrolled children surveyed, and between 39% and 54% among the adult Medicaid beneficiaries who 
were surveyed. When adjusted for incorrect addresses and deceased individuals, the response rates 
ranged between 38% and 50% among caregivers of children and between 44% and 61% among adult 
respondents. 
 
Among the Area 1 adults who were surveyed, respondents were generally older, more likely to be 
female, and less likely to be African-American compared to non-respondents. No significant 
differences were noted in the response rate among adults related to eligibility status. 
 
With respect to the children surveyed, the caregivers responding were more likely to have children 
who were female and were less likely to be African-American compared to caregivers who did not 
respond. No significant differences were found with respect to the children’s ages or eligibility status. 
 
Table 7 
Unadjusted and Adjusted Survey Response Rates by Age Cohort 
 
              
Mailing Year 
 
Age Cohort 
 
N 
 
Unadjusted 
 
Adjusted1
Children 1496 34% 40% 2001 Adult 1502 39% 44% 
Children 2149 37% 43% 2002 Adult 2408 39% 45% 
Children 1637 44% 50% 2003 Adult 1747 54% 61% 
Children 1958 34% 38% 2004 Adult 2175 43% 51% 
                         1Response rates adjusted for incorrect addresses and deceased individuals 
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Access to Care 
 
Tables 8 and 9 provide a summary of the findings for adult and child one-time only and repeat 
respondents participating in the Area 1 Medicaid mail survey component of the PMHP evaluation. 
The results are organized in terms of access issues, health-related status, and selected outcomes by 
respondent type. The findings from each of these domains are summarized below.  
 
Access was examined in terms of adults’ and children’s unmet medical and mental health services 
needs (i.e., the percentage of respondents reporting a need for a service who did not use that service) 
and in terms of problems getting needed medications. Significance levels associated with these 
analyses are summarized by respondent types in Table 8 below for adults. 
  
In terms of access to care, no significant differences were found 1) over time (i.e., from 2001 through 
2004), 2) between plans (i.e., PMHP versus HMO), or 3) in the time-by-plan interactions regarding 
adult respondents’ self-reported unmet physical or mental health needs. These findings were 
consistent across those who responded only once to the survey and those who responded each 
possible time.  
 
Overall, unmet physical health needs were reported by approximately 11% of respondents reporting 
a physical health need, while unmet mental health needs were reported by about 33% of those 
indicating a mental health need. Significant differences were found between plans, however, 
regarding access to medications. Compared to PMHP enrollees, a significantly higher percentage of 
HMO enrollees reported experiencing problems getting medications among both individuals who 
responded only once (HMO=29%; PMHP=17%) and those who responded each time (HMO=24%; 
PMHP=21%). 
Table 8 
Adult Survey Respondents in 2001-2004  
 
Responded Once Responded Each Possible Time  
 
Domain N 
Time 
(T) 
Plan 
(P) T x P N 
Time 
(T) 
Plan 
(P) T x P 
Access         
1. Unmet medical needs 441 .180 .495 .291 533 .016 .113 .567 
2. Unmet mental health needs 141 .782 .524 .849 207 .986 .947 .195 
3. Problems getting 
    medications 
740 .115 .005 
HMO+ 
.596 770 .721 .000 
HMO+ 
.529 
Status         
4. SF-12 – Physical health 944 .016 
- 
.195 .539 862 .109 .000 
MP+ 
.398 
5. SF-12 – Mental health 944 .505 .894 .809 862 .030 
- 
.048 
HMO+ 
.242 
6. CSI 981 .069 .933 .223 875 .171 .748 .898 
Outcome         
7. Satisfaction with plan 952 .260 .031 
MP+ 
.200 875 .000 
- 
.000 
MP+ 
.014 
HMO+ 
MP- 
8. Satisfaction with MH 
    services 
246 .667 .798 .490 310 .164 .082 .190 
9. Trust in provider 705 .012 
+ 
.034 
MP+ 
.167 750 .379 .001 
MP+ 
.352 
10. Quality of life 964 .025 
- 
.304 .846 867 .464 .156 .786 
 
 
 68
In terms of children’s access to care (see Table 9), the only significant difference found was related to 
unmet medical needs among caregivers responding multiple times. For these respondents, caregivers 
of children enrolled in the PMHP were significantly more likely to report their children as having 
unmet medical needs (6.2%) compared to children of caregivers in the HMO (4.8%).  
 
No significant differences were found over time, between plans, or in the time-by-plan interactions 
regarding unmet mental health needs or medication access in both caregiver respondent groups. 
Overall, approximately 28% of the caregivers indicated their children had unmet mental health needs, 
while nearly 17% reported experiencing problems getting medications for their children. 
 
Table 9 
Child Survey Respondents in 2001-2004 
 
Responded Once Responded Each Possible Time  
 
Domain N Time (T) 
Plan 
(P) T x P N 
Time 
(T) 
Plan 
(P) T x P 
Access         
1. Unmet medical needs 443 .262 .499 .127 552 .126 .001 
MP+ 
.955 
2. Unmet mental health 
    needs 
142 .421 .920 .198 N’s too small to calculate 
3. Problems getting 
    medications 508 .565 .571 .718 529 .482 .256 .076 
Status         
4. PSC 934 .248 .974 .299 528 .002 
- 
.961 .313 
5. Health 876 .074 .222 .901 505 .100 .172 .348 
Outcome         
6. Satisfaction with plan 899 .032 
-/+ 
.004 
MP+ 
.879 520 .399 .001 
MP+ 
.987 
7. Satisfaction with MH 
    services 
217 .252 .050 
MP+ 
.679 183 .008 
- 
.201 .052 
8. Trust in provider 814 .903 .823 .333 495 .413 .076 .101 
9. Quality of life 916 .491 .632 .952 525 .188 .135 .243 
 
Health and Mental Health Status 
 
Adult respondents were asked to assess their health status using the SF-12 (both physical and mental 
health) and their mental health status using the Colorado Symptom Index (CSI). One-time 
respondents reported a significant decline on the physical health portion of the SF-12 but no changes 
on their mental health status as assessed by both the SF-12 and CSI. Among one-time respondents, 
no significant differences were noted on these status measures between plans or in the plan-by-time 
interactions.  
 
For multiple survey respondents, a significant decline in status effect was noted on the mental health 
portion of the SF-12. Significant plan differences were found on the physical health portion of the 
SF-12, with enrollees in the PMHP reporting better health status, and on the mental health portion 
of the SF-12, with enrollees in the HMO reporting better mental health status. No significant time 
effects or time-by-plan interactions were found on either component of the SF-12. For both 
respondent groups (i.e., one-time versus multiple respondents), no significant time, plan, or time-by-
plan interactions were found on the CSI. In general, enrollees’ physical and mental health status is 
about one standard deviation below what would be expected in a general population of adults 
indicating that they are in poorer health and mental health. Respondents’ average score on the CSI 
approximates the average score from a population of adults with severe mental illnesses, also 
suggesting poorer mental health than would be expected in a general population of adults. 
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Caregivers were asked to assess their children’s health status using a 5-point scale ranging from 
“excellent” to “poor” and their children’s mental health status by completing the Pediatric Symptom 
Checklist (PSC). In general, no significant differences were found over time, between plans, or in the 
time-by-plan interactions regarding caregivers’ self-reported assessments of their children’s health or 
mental health status. These findings were consistent across caregivers who responded only once to 
the survey as well as among those who responded each possible time. The one exception to this 
finding was among repeat responding caregivers whose PSC scores suggested their children’s mental 
health status decreased significantly over the 4-year study period (p = .002). Overall, caregivers 
reported their children’s health status in the “very good” to “good” range. On average, caregivers’ 
assessment of their children’s mental health status was below the cutoff score of 28 on the PSC that 
has consistently differentiated between children with behavioral/emotional problems and children 
who are developing normally. 
 
Outcomes 
 
Respondent outcomes were examined in four areas related to their 1) satisfaction with the health care 
plan in general; 2) satisfaction with mental health services specifically; 3) level of trust in health care 
providers; and 4) overall quality of life. 
 
Among adult respondents, a number of significant plan effects (four of eight comparisons) were 
noted on these outcome measures. Among both one-time only and repeat survey respondents, 
PMHP enrollees reported significantly higher levels of satisfaction with their health care plan in 
general and higher levels of trust in their health care providers compared to HMO enrollees. A 
significantly increasing level of trust in their health care providers was observed over time among 
one-time adult respondents. Additionally, a significantly decreasing quality of life was also noted 
among these respondents. Among multiple survey respondents, a significant decrease over time was 
noted in their overall levels of satisfaction with their health care plan, and a significant time-by-plan 
interaction was found on this outcome measure, with HMO enrollees reporting increasing levels of 
satisfaction while PMHP enrollees reported decreasing levels of satisfaction. Among both respondent 
groups, no significant time, plan, or time-by-plan interactions were found related to their levels of 
satisfaction with mental health services, although it should be noted that the number of individuals 
reporting a need for these services was small.  
 
A number of similar outcome findings were noted among caregivers’ responses. Significant plan 
effects were noted on three of eight comparisons involving these outcome measures. Among both 
one-time only and repeat survey respondents, caregivers of children enrolled in the PMHP reported 
significantly higher levels of satisfaction with their health care plan compared to caregivers of 
children enrolled in the HMO. 
 
Caregivers of children enrolled in the PMHP who responded one time only also reported 
significantly higher levels of satisfaction with the mental health services their children received 
compared to caregivers of children enrolled in the HMO. This finding was not true of caregivers 
who responded multiple times as no plan effect was found regarding their satisfaction with the 
mental health services their children received. 
 
For caregivers in both respondent groups, no significant differences were found associated with time, 
plan, or in the time-by-plan interactions regarding their levels of trust in their children’s health care 
providers or in their children’s reported quality of life. 
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Summary 
 
Issues of service access, health-related status, and selected outcomes of one-time and repeat survey 
respondents enrolled in Medicaid in Area 1 were compared. Overall, some notable differences were 
observed in the characteristics of one-time only and repeat survey respondents. The differences were 
most pronounced among adult respondents as compared to caregivers of Medicaid-enrolled children. 
 
In terms of access to care, three of the 11 between-plan comparisons were found to be statistically 
significant. A significantly higher percentage of adult HMO respondents (i.e., both one-time and 
repeat) reported problems accessing medications compared to PMHP enrollees. Among children, 
caregivers of children enrolled in the PMHP reported greater unmet medical needs. No other 
significant between-plan access comparisons were found. 
 
In terms of respondents’ health-related status, results of between-plan comparisons were mixed. 
Adults enrolled in the PMHP reported themselves as being in better physical health, but in poorer 
mental health compared to adults enrolled in the HMO. Several changes in health-related status were 
noted over time. Adult one-time survey respondents reported a significant decline in their physical 
health status over the 4 years, while repeat respondents reported a significant decline in their mental 
health status (as assessed by the SF-12). Caregivers responding multiple times to the survey reported 
a significant decline in their children’s mental health status over the 4 years.  
 
In terms of respondent outcomes, satisfaction with their health care plan in general and with mental 
health services more specifically favored the PMHP in five of eight comparisons (all four related to 
satisfaction with their health care plan in general) involving both adults and children. Among adult 
repeat respondents a significant time-by-plan interaction was noted as HMO enrollees’ level of 
satisfaction with their plan increased over time, while PMHP enrollees’ level of satisfaction 
decreased. Compared to HMO enrollees, higher levels of trust in their health care providers were 
reported by both one-time and repeat adult PMHP enrollees. No plan differences were found among 
children related to trust, and no plan differences were found among adults or children regarding their 
quality of life.  
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APPENDIX 3 
Prepaid Mental Health Plan and Medicaid HMO Covered Services 
 
Mandatory Services 
 
 Inpatient hospital psychiatric services  
 Outpatient hospital psychiatric services 
 Physician services for psychiatric services 
 Community mental health services 
o Treatment planning and review 
o Evaluation and testing services 
o Treatment services provided by a psychiatrist, psychiatric ARNP, or physician 
o Therapy services 
o Rehabilitative services 
o Day treatment services 
o Additional community mental health services for children 
 Mental health targeted case management 
 Intensive case management 
 Community treatment for individuals discharged from state mental hospitals 
 Community services for recipients involved with the corrections system 
 Treatment and coordination of care for recipients with medically complex conditions 
 Monitoring of enrollees admitted to children’s residential treatment (Levels I-IV) 
 Coordination of children’s services 
 Psychiatric evaluations for enrollees applying for nursing home admission 
 Opportunities for recovery and integration 
 
Optional Services 
 
 Respite care services 
 Prevention services in the community 
 Supportive living services 
 Supportive employment services 
 Foster home for adults 
 Parental education programs 
 Drop-in centers and other consumer-operated programs 
 Intensive therapeutic on-site services for adults 
 Home and community-based rehabilitation services for adults 
 Any other innovative interventions designed to benefit PMHP enrollees 
 
Excluded Services 
 
 Statewide Inpatient Psychiatric Program (SIPP) 
 Florida Assertive Community Treatment (FACT) services 
 Behavioral health overlay services (BHOS) 
 Specialized therapeutic foster care services 
 Comprehensive assessment 
 Substance abuse services 
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APPENDIX 4 
List of Acronyms 
 
ABH  Access Behavioral Health 
 
ADHD  Attention Deficit Hyperactivity Disorder 
 
AHCA  Agency for Health Care Administration 
 
ANOVA Analysis of Variance 
 
APA  American Psychiatric Association 
 
ARNP  Advanced Registered Nurse Practitioner 
 
BHO  Behavioral Health Organization 
 
BHOS  Behavioral Health Overlay Services 
 
CHQ  Child Health Questionnaire 
 
CMHC  Community Mental Health Center 
 
CSI   Colorado Symptom Index 
 
CW   Child Welfare 
 
DCF  Department of Children and Families 
 
DJJ   Department of Juvenile Justice 
 
FACT  Florida Assertive Community Treatment 
 
FC   Foster Care  
 
FHP  Florida Health Partners 
 
FFS  Fee-For-Service 
 
FMHI  Louis de la Parte Florida Mental Health Institute 
 
FY   Fiscal Year 
 
HMO  Health Maintenance Organization 
 
ICD  International Classification of Diseases 
  
MH  Mental Health 
 
MIS  Management Information System 
 
MP   MediPass 
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NS   Not Significant   
 
PMHP  Prepaid Mental Health Plan 
 
PMPM  Per-Member-Per-Month 
 
PSC  Pediatric Symptom Checklist 
 
SA   Substance Abuse 
 
SAMH  Substance Abuse and Mental Health 
 
SAMHSA Substance Abuse and Mental Health Services Administration 
 
SD   Standard Deviation 
 
SF-12  Short Form 12 
 
SED  Serious Emotional Disturbance 
 
SIPP  Statewide Inpatient Psychiatric Program 
 
SMI  Severe Mental Illnesses 
 
SOBRA  Second Omnibus Reconciliation Act 
 
SSI   Supplemental Security Income 
 
TANF  Temporary Assistance for Needy Families 
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